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In a previous article ' one of us (G.C. A.) reported a group of cases 
of recalcitrant pustular eruptions occurring on the palms and soles in 
which the causative role of focal infections was stressed. The disorder 
as studied in fifteen patients showed four main characteristics: 1, There 
are chronic recalcitrant pustular eruptions symmetrically located on the 
palms and soles. 2. The histologic picture shows pustules deep in the 
epidermis, without much acanthosis and parakeratosis, and the micro- 
scopic changes resemble those seen in cases of trichophytids. 3. The 
condition in our patients had a direct relationship to focal infection and 
was often accompanied by leukocytosis and by positive cutaneous reac- 
tions to staphylococcus and streptococcus toxins. Cultures of material 
from the lesions were consistently sterile. 4. Cures resulted when the 
focal infection was identified and removed. 


CLINICAL FEATURES 

The pustular eruptions of the hands and feet in these cases have 
clinical characteristics which are fairly specific though not constant. 
There is a uniformity in the morphologic features, both grossly and 
microscopically, which permits the recognition of the condition by one 
who has once encountered and become familiar with it. The eruption 
in most of the cases shows a resemblance to that of dermatophytosis, to 
the abortive type of acrodermatitis suppurativa continua, which was 
described by Audry * in 1901, and to that of so-called pustular psoriasis 
of the extremities, which was described by Ingram,* Macleod,’ Barber * 
and others ° during recent years. 
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The eruption generally starts on the midportions of the palms or the 
insteps, from which it spreads outward until it may eventually cover 
the entire flexor aspects of the hands and feet or even extend upward 
on the lateral aspects. Sometimes the ends of the toes are involved 
first, and at other times the involvement begins on the heels. There 
is no involvement of the webs of the fingers or toes or of the flexion 
creases of the toes, as seen in ringworm. In one of our patients the 
eruption began on the dorsal aspects of the hands, whence it spread 
to the lateral aspects and palms. Occasionally, instead of spread by 
peripheral extension, outlying patches distinct from the original patch 
may develop. 

The patches themselves vary in appearance according to the stage 
of the disease, which has periods of quiescence and of activity. The 
earliest lesions are either vesicles or pustules ; probably in most instances 
they are vesicles, which become rapidly purulent. The fully developed 
eruption is generally entirely pustular, but it may consist of a mixture 
of vesicles and pustules. Rarely is it vesicular. \When the lesions are 
so numerous as to coalesce, they form a honeycomb-like structure in the 
epidermis. As a rule, scaling is present and during the course of the 
disease becomes an increasingly predominant feature. The scales are 
adherent, tough and dry. During exacerbations crops of pustules or 
vesicles make their appearance, and there is often severe itching of the 
areas and sometimes swelling, pain and infiltration. From day to day 
fresh crops of lesions appear, and then the number of new lesions 
gradually diminishes and the condition subsides to a quiescent stage. 
In this stage the exfoliation previously described is the main feature, 
although there are usually a few pustules or vesicles that can be discerned 
on close inspection or on removal of the scales. It is in this exfoliative 
stage that there may be some resemblance to psoriasis. 

There is a tendency for the eruption to begin on one extremity and 
to involve the others progressively. It may, however, be bilateral at 
the onset. When the disease is fully developed both the palms and the 
soles are completely covered, and the symmetry is pronounced. When 
one patch is quiescent all other patches are also quiescent. If fresh 
vesicles or pustules appear in one lesion they are likely also to appear in 
the others. 


5. Barber, H. W., and Eyre, J. W. H.: Acrodermatitis Continua (Hallo- 
peau) Vel Dermatitis. Repens (Crocker), Brit. J. Dermat. 39:485 (Dec.) 1927; 
Acrodermatitis Continua Vel Perstans (Dermatitis Repens) and Psoriasis Pus- 
tulosa, ibid. 42:500 (Nov.) 1930. 7 

6. Dore, S. E.: Note on Cases of a Chronic Mild Localized Type of Acro- 
dermatitis Perstans, Brit. J. Dermat. 40:12 (Jan.) 1928. Roxburgh, A. C.: Two 
Cases of Acrodermatitis Perstans, ibid. 40:27 (Jan.) 1928. 


ANDREW S-MACHACEK—PUSTULAR BACTERIDS OF HANDS 839 


LABORATORY OBSERVATIONS 

Blood Count.—Leukocytosis is often present. In the quiescent stage 
this is less pronounced than during an exacerbation. The leukocyte 
count may range from normal to 15,000 cells. Commonly the counts are 
from 10,000 to 12,500. In some cases a blood count that was by chance 
taken a week or so before an outbreak of a fresh crop of pustules 
showed a white cell count of from 14,000 to 15,000. While we have 
not enough records to establish the fact beyond question, some of our 
observations clearly indicated that there is a rise in the white cell count 
a week or so prior to an exacerbation of the cutaneous lesions. The 
differential count frequently shows moderate granulocytopenia, which 
means either a normal or a moderately high white cell count without a 
corresponding increase in the number of polymorphonuclears. 

These changes in the blood suggested some chronic reaction to an 
infective agent. While not present in all cases, the change occurred with 
sufficient frequency to lead us to investigate further for an internal 
cause of the condition. 

Cultures——Cultures both from the fresh lesions and from excised 
tissue, made repeatedly on blood broth and on other mediums, proved 
to be completely sterile in practically all instances. Exceptions to the 
general rule showed an occasional colony of staphylococci, and in one 
case three cultures gave a pure growth of Streptococcus viridans. 
Auto-inoculation was also unsuccessful; intradermal inoculation of 
guinea-pigs with the contents of the pustules and with emulsified tissue 
gave negative results. Microscopic examination of tissue stained accord- 
ing to the Gram and Giemsa methods did not reveal micro-organisms. 
Direct and cultural examinations of scrapings from the feet, hands and 
nails for dermatophytes gave negative results. These examinations were 
repeated innumerable times by skilled mycologists. Subjects were also 
tested with trichophytin and oidiomycin, with negative results. Cultures 
for Monilia were made of scrapings not only of the skin but also of 
the tongue and of specimens of feces. _ 

Tests with Toxins..—In seven of ten of our patients a positive 
cutaneous reaction was obtained for hemolytic streptococcus toxin. 
Three of the ten patients gave a positive reaction to staphylococcus toxin. 
Eight of the ten patients tested gave a positive reaction either to strep- 
tococcus or to staphylococcus toxin or to both. 

A reaction was considered positive when an erythematous wheal, 


2 cm. or more in diameter, with pseudopods developed soon after the 


7. The streptococcus toxin was supplied by Dr. Konrad Birkhaug and has 
been used regularly by us for several years; the usual skin test dose was diluted 
1:10 with physiologic solution of sodium chloride. The staphylococcus toxin was 
supplied by Eli Lilly and Company and was diluted 1:10 with physiologic solu- 
tion of sodium chloride. 
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injection and an infiltrated patch of erythema, over 2 cm. in diameter, 
appeared at the site of the injection two or three days later. The 
immediate reaction, which is often transitory, was not counted as posi- 
tive unless followed by the infiltrated erythematous patch. 

Histopathology.—The histopathologic picture was described previ- 
ously.’ It is so distinctive when coupled with the clinical findings that it 
materially aids in the diagnosis. The chief histologic features are large 
pustules deep in the epidermis, surrounded by very little if any inflamma- 
tion. The overlying epidermis is usually slightly thickened but shows 
tew changes between the lesions. 

The pustules contain numerous polymorphonuclear cells and some 
epithelial cells in all stages of degeneration. Around the pustule one 
can discern a few polymorphonuclears in the epithelium and in the 
adjacent corium. The number rapidly diminishes as one progresses, 
so that a short distance from the pustule the corium contains very few 
polymorphonuclears. Indeed, the paucity or complete absence of any 
inflammatory changes in the corium outside the pustules was a remarka- 
ble feature of the sections examined. A constant relationship could not 
be discovered between the ducts of the coil glands and the pustules. 
The coil glands did not show definite pathologic involvement. 

In most of our sections the granular layer was increased in thick- 
ness, and there was very little and inconstant parakeratosis. [Edema and 
cellular infiltration of the derma were scarcely perceptible, except in the 
immediate neighborhood of the pustules. Although the papillae were 
enlarged, the lengthening was not to the extent characteristic of psoriasis, 
and the papillae were not club-shaped. These features will be dis- 
cussed later, in the consideration of the differentiation of this disorder 
from psoriasis. 

The histologic character of the lesions in these cases was not very 
different from that of the lesions of pompholyx and of the vesicular 
epidermophytids described by Peck.* Gans *® gave a description of similar 
changes in mycotic dyshidrosis and Kyrle '’ in impetigo herpetiformis. 


FOCAL INFECTIONS 


Examination of our patients for focal infections, which was sug- 
gested by the blood counts, revealed many obvious foci. These were 
located chiefly in the tonsils but also in abscessed teeth. Conditions 


8. Peck, S. M.: Epidermophytosis of the Feet and Epidermophytids of the 
Hands, Arch. Dermat. & Syph. 22:57 (July) 1930. 

9. Gans, O.: Histologie der Hautkrankheiten, Berlin, Julius Springer, 1925, 
vol. 2, p. 61. 

10. Kyrle, Josef: Vorlesungen iiber Histobiologie der menschlichen Haut und 
ihrer Erkrankungen, Berlin, Julius Springer, 1927, vol. 2, p. 103. 
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such as duodenal ulcer, chronic colitis and arthritis were of frequent 
occurrence. So far, however, infected tonsils have been the chief béte 
noire not only in our cases but also in those of others, according to the 
reports. 


Fig. 1—Characteristic symmetrical lesions on the soles. There are numerous 
scabs of dried up pustules, some fresh pustules and much scaling. 


Of a total of twenty-four patients, nine have been entirely cured by 
tonsillectomy. In three other patients, whose cases were reported by 
Barber,"! there was rapid improvement after tonsillectomy, and the only 


11. Barber, H. W.: (a) Pustular Psoriasis of the Extremities, Proc. Roy. 
Soc. Med. 26:329 (Feb.) 1933; (b) Brit. J. Dermat. 45:113 (March) 1933. 
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remains of the cutaneous condition were slight traces of scaliness which 
caused no inconvenience. In one of our patients, in whom there was 
some doubt of the relationship of the tonsils to the cutaneous condition, 
suction of the tonsils was carried out repeatedly. It was noted that after 
each treatment by suction the cutaneous eruption improved, and when 
suction was not performed the eruption grew worse. Finally the tonsils 
were removed, and within two weeks there was a complete cure, which 
has lasted nearly two years. 

Since the previous report,’ Dr. Edward F. Corson of Philadelphia 
has been interested in this type of eruption and has written us that in 
three of his patients the condition “cleared up promptly with ton- 
sillectomy after having withstood all sorts of treatment for years.” 
The condition in his cases had previously been designated pustular 
psoriasis, although none of the patients had any typical lesions of 
psoriasis or gave a history of having had the disease. Cultures for 
bacteria and fungi of material from the cutaneous lesions were con- 
sistently sterile. Barber, in cases which appear to have been similar, 
noted the tendency to exacerbation of the pustules following sore 
throat and colds. To use his own words, the results of tonsillectomy 
were “dramatic and lasting.” 


NATURE OF THE DISORDER 


The term tuberculid is old and is understood generally. It refers to 
cutaneous manifestations of tuberculosis caused by the toxins or bac- 
terial products of a tuberculous focus elsewhere. Tubercle bacilli are 
not demonstrable in the lesions of tuberculid. These lesions are explain- 
able on the basis of an allergic state. 

Trichophytid is another condition of interest in this connection. 
Trichophytids are cutaneous manifestations produced on other areas 
by foci of ringworm infection, usually of the toes or scalp. Cultures 
of material from the trichophytids do not show fungi, but the lesions 
are explained by the dissemination of fungi and their metabolic products, 
or both, through the blood stream and by the sensitization of the skin 
to these substances. The term bacterid has a similar significance and 
implies sensitization of the tissues caused by focal infection at a distant 
point. Tuberculids, coccids, streptococcids and staphylococcids are more 
specific bacterids. 

A study of our cases observed during the past four years has grad- 
ually divulged a similarity between the condition in them and the dis- 
eases just discussed. Certain facts regarding our cases of recalcitrant 
pustular eruptions of the palms and soles have been established, namely : 
(1) the presence of cutaneous lesions that have a proved relationship 
to a focus of infection, (2) positive allergic cutaneous reactions to strep- 


ANDREW S-MACHACEK—PUSTULAR BACTERIDS OF HANDS 843 


tococcus and staphylococcus toxins or to nucleoproteins, (3) consistently 
sterile cultures from the cutaneous lesions, (4+) cure of the lesions by 


removal of the focus of infection and (5) a uniform histopathologic 


picture similar to that of trichophytids. With the evidence of these 
characteristics, the analogy of the condition to tuberculids and dermato- 
phytids suggested the designation of bacterids as suitable and com- 


prehensive. 


DIFFERENTIATION FROM SIMILAR CONDITIONS 


These pustular bacterids may resemble dermatophytosis, and the 
condition is often erroneously diagnosed and treated as such. The dif- 


Fig. 2.—Typical exfoliative and pustular eruption, with both palms sym- 
metrically affected for three years. 


ferentiation of the two conditions, however, is seldom difficult. Dermato- 
phytosis chiefly affects the digits and the webs, whereas these parts are 
usually unaffected in cases of pustular bacterids. Fungi are not present 
in lesions of the latter condition. 


The clinical syndromes known as acrodermatitis continua and 


dyshidrosis can usually be differentiated from bacterid. Acrodermatitis 
continua generally begins on, and is limited to, the extremities. Fre- 
quently it starts on the site of a traumatic sore or paronychia. It 
venerally affects a finger, from which it may spread to the hand. Distant 
portions of the surface of the body may become involved, or the eruption 
may become widespread. Vesicular, bullous and purulent lesions occur. 
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There is a tendency to persistent recurrence in the primarily affected 
areas. It is essentially an intractable, probably infectious, process which 
begins and as a rule remains unilateral. Hemolytic staphylococci may 
be found on culture. In the light of the present knowledge there is no 
relationship between acrodermatitis continua and focal infections. 

In contradistinction, pustular bacterid is essentially a bilateral and 
symmetrical eruption, generally beginning on the palms or insteps and 
not following trauma, paronychia or an infected sore. 

The differentiation from pompholyx or dyshidrosis is made by the 
absence of hyperhidrosis, by the onset in many cases during cold 
weather, with persistence throughout the winter, by the absence of 
lesions on the sides of the fingers and toes, by the involvement of cir- 
cumscribed symmetrical areas and by the chronicity, Also, the lack 
of response to any form of local treatment, particularly roentgen therapy, 
is not in accordance with the usual conception of pompholyx. Acro- 
dermatitis and dyshidrosis are clinical concepts which may not represent 
real entities. 

Pustular bacterid must be distinguished from the pustular type of 
psoriasis. The differentiation is made by the absence of clinical lesions 
characteristic of psoriasis, by the histologic features, which are distine- 
tive and in general are not like those of psoriasis, by the frequently 
associated leukocytosis, by an allergic state which causes a positive reac- 
tion to streptococcus and staphylococcus toxins and by a relationship 
to infected tonsils and other foci of infection. 

The differentiation of lesions of pustular bacterid from psoriasis is 
a point on which there has been some difference of opinion. In the 
later stages of pustular bacterid, when there is pronounced erythema and 
severe exfoliation, with thick, dry scales that hide the pustulation, the 
condition may closely resemble plantar or palmar psoriasis, Under 
the name pustular psoriasis Barber described some cases in which the 
condition seemed similar to that reported here as pustular bacterid, In 
some of Barber’s cases the pustules developed on normal skin and only 
later caused exfoliation. His patients, too, recovered after removal of 
the foci of infection. Barber deserves the credit of being the first to 
demonstrate that in some cases of this kind the condition was due to 
focal infection, but it is difficult to follow his reasons for calling the 
condition psoriasis. Dore‘? expressed the opinion that this condition 
has no connection with psoriasis and is a distinct entity. The cases 
previously described as instances of pustular psoriasis by Hallopeau,’® 


12. Dore, S. E., in discussion on Barber.% 
13. Hallopeau, H.: Sur un quartriéme fait d’acrodermatite suppurative con- 
tinue, Ann. de dermat. et syph. 8:1277, 1897. 
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Kissmeyer,'* Bloch,'® Waelsch,'® and others seem to be cases 
of quite a different condition. The lesions occurred in patients with 
extensive and inveterate psoriatic eruptions. The pustules were present 
throughout the patches of psoriasis as well as at the edges. In practically 
all instances they occurred after extensive arsenic therapy. [bert '° 
recently reported such a case. 

The initial or essential lesion of psoriasis is a reddish macule or a 
slightly raised papule covered with a fine whitish scale of a distinctly 
silvery appearance, the scratching off of which leads to bleeding, The 
absence of such lesions and the lack of histologic evidence leave little 
ground for identifying the pustular eruptions described here with psori- 
asis. The fact that the pustules develop in normal areas of skin and 
that scaling appears only later should make their differentiation easy. 
Moreover, the disappearance of these eruptions after the removal of 


Fig. 3—A low power photomicrograph of a section from the sole of the 
patient whose foot is shown in figure 1. Deep pustules and moderate acanthosis 
are evident. Note the paucity of inflammatory reaction in the corium. 


the focal infection is an event which unfortunately does not seem to 
occur In psoriasis. 

Other cases described by Barber, Wrong!’ and Bloom *° and one 
that came under our observation seem to be in a different category. 
The patients had not only typical lesions of psoriasis on the scalp, 
elbows and knees but also pustular eruptions on the palms and on 


14. Kissmeyer, A.: Bullous Psoriasis, Hospitalstid. 60:717 (July 25) 1917. 

5. Bloch: Psoriasis Pustulosa, Schweiz. med. Wehnschr. 52:572, 1922. 

16. Waelsch, L.: Relationship Between Psoriasis and Joint Diseases, Arch. 
f. Dermat. u. Syph. 104:486, 1910. 

17. Tryb, A.: Psoriasis Pustulosa et Vesiculosa, Arch. f. Dermat. u. Syph. 
170: 383, 1934. 

18. Ebert, M. H.: <A Psoriasiform Eruption with Pustular Exacerbations, 
Arch. Dermat. & Syph. 27:933 (June) 1933. 

19. Wrong, N. M.: Pustular Psoriasis, Arch. Dermat. & Syph. 28:682 
(Nov.) 1933. 

20. Bloom, D.: Pustular Psoriasis, Arch. Dermat. & Syph. 32:90 (July) 1935. 
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the soles. In these cases what effect, if any, would result from the 
removal of the focal infection might well be investigated. It would 
be interesting to discover whether the pustular eruptions on the palms 
and soles in such cases could be cured by this method of treatment 
and also whether the psoriasis itself would respond to it. The histologic 
picture of the palmar and plantar eruptions in this group, judging from 
the photomicrographs prepared by Wrong and by Bloom, is somewhat 
ditferent from the picture seen in the lesions of pustular bacterid, Our 
impression is in accord with the views of Barber, but we believe that 
further work should be done before classifying these cases definitely. 
The condition may be a pustular type of psoriasis, or it may be psoriasis 
vulgaris accompanied by pustular palmar and plantar eruptions from 
other causes, including irritation from treatment received. Our opinion 
of the histologic picture in these cases is that it is not sufficiently dis- 
tinctive to be the basis for general conclusions, 

The knowledge of psoriasis is still so vague and the concepts of 
the histopathology and etiology are so numerous and conflicting that 
it is an exceedingly difficult disease to define, except as to its clinical 
appearance. The histologic picture varies according to age, the type 
and situation of the lesion and the qualities of the skin affected. The 
two cardinal features are the existence of proliferation and edema of the 
epidermis and inflammation and elongation of the papillae in the corium. 
The extent of these characteristics which must be present to warrant 
the diagnosis is a matter of personal opinion. Whereas most pathologists 
agree regarding typical lesions of psoriasis vulgaris, the histologic 
picture of the atypical lesions is not sufficiently uniform to serve as a 
positive diagnostic criterion. The collections of broken-down leukocytes 
and epidermal cells between the squamae, described by Munro,*! to 
which attention has been given in the consideration of pustular psoriasis 
of the extremities, are not characteristic solely of psoriasis but occur 
also in seborrheic dermatitis, according to Macleod. The abscesses in 
the cases which we reported were deeply situated in the epidermis and 
were not superficial like Munro abscesses. 

The presence and even increased thickness of the granular layer 
in most of our cases and the very slight and inconstant parakeratosis 
were observations not in accordance with the features of psoriasis. The 
paucity or complete absence of inflammatory changes outside the 
pustules were in opposition to this diagnosis. The amount of acanthosis, 
parakeratosis and elongation of the papillae in the biopsy specimens 
from our patients was no more than is observed in other diseases, such 
as eczema, dyshidrosis and palmar trichophytosis. In other words, the 


21. Munro, W. J.: Note sur I’histopathologie du psoriasis, Ann. de dermat. 
et syph. 9:961, 1898. Haslund, P.: Die Histologie und Pathogenese der Psoriasis, 
Arch. f. Dermat. u. Syph. 114:427 and 745, 1912-1913. 
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changes are far from being pathognomonic for psoriasis and are in 
general not like those of psoriasis. 

We do not wish to imply that there are many erroneous diagnoses 
of pustular psoriasis and that the two conditions conflict with one 
another. On the contrary, each when recognized stands out as a distinct 
entity. The difficulties in this respect generally have been due to a 
pigeonholing of the case as one of pustular psoriasis and a failure to 
seek the cause of the condition in the general medical aspects of the 
case. 

CONCLUSION AND SUMMARY 


It has been shown that in some cases of chronic pustular eruptions 
of the hands and feet the condition is cured by the removal of focal 
infections, and reasons have: been given for classifying the eruptions 
as pustular bacterids, ‘manifestations of cutaneous allergy. Although 
this explanation does not cover a large number of cases of chronic 
pustular eruptions of the hands and feet, it does account for a certain 
number of recalcitrant eruptions on these parts and suggests the only 


means of cure. 
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MAPHARSEN (“ARSENOXIDE”) IN THE THERAPY 
OF EXPERIMENTAL SYPHILIS AND 
TRYPANOSOMIASIS 


O. M. GRUHZIT, M.D. 
With the Assistance of W. D. Lindsay, G. Hendricks and M. C. Dodd 
DETROIT 


After the synthesis of arsphenamine by Ehrlich and Bertheim * and 
its successful introduction by Ehrlich and Hata? in the therapy ot 
spirillosis and by Wechselmann * and Uhlenhuth and Mulzer * in the 
treatment of syphilis, a considerable attempt has been made to ascertain 
the mode of action of the arsphenamines. Ehrlich and Hata? stated 
that arsphenamine exerted no direct action in the test tube on spirochetes 
of relapsing fever. Plaut,® Truffi and Sabbia * and Bronfenbrenner and 
Noguchi‘ were not able to kill Spirochaeta pallida in the test tube with 
high concentrations of arsphenamine. Ehrlich and Bertheim ' assumed 
that the active principle was a product of the breaking down of arsphena- 
mine, the “arsenoxide.” Voegtlin and Smith* produced convincing 
evidence that the action of the various arsphenamines depends on their 


conversion into one type, the trivalent oxides with the structure R-AsO, 
and they concluded that “the nature and the rate of oxidation of 
arsphenamines to the corresponding oxides furnish an explanation of 
the increase in toxicity and trypanocidal activity of these compounds 


From the Research Laboratories, Parke, Davis & Co. 
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when their solutions are exposed to air’ and that “the trivalent oxides 
are the only forms of arsenic which exert a direct toxic action upon the 


protoplasm.” 

Voegtlin, Dyer and Leonard’ have shown that the toxic effects 
of arsenoxide on trypanosomes in vivo and in vitro can be prevented by 
the addition of amorphous reduced glutathione and related sulphhydryl 
compounds. Rosenthal *® ascertained quantitatively the rate of forma- 
tion of arsenoxide in the test tube as well as in the tissues of animals 
after the administration of various arsphenamines. 

Voegtlin '! considered arsenoxide for clinical use in the treatment of 
syphilis but hesitated because it appeared that the margin of safety as 
established by the chemotherapeutic index was somewhat lower in the 
case of arsenoxide than in that of arsphenamine. Further, Voegtlin 
shared Hunt’s '* fear that arsenoxide might be highly toxic, and he 
referred to the hypothesis of Dale '* that it would necessitate continu- 
ous infusion for hours to supply a sufficient amount of arsenoxide. 
Tatum and Cooper '* revived interest in the arsenoxide therapy of 
syphilis and definitely concluded that pure oxide, meta-amino-para- 
hydroxyphenylarsine oxide, “possesses a therapeutic index equal to or 
greater than most other effective agents. In rabbit syphilis the ther- 
apeutic index was higher than for any other single antisyphilitic agent 
known to them.” 

Because of the contradictory opinions a comprehensive study was 
undertaken to ascertain the value of arsenoxide in the treatment of 
spirochetosis and trypanosomiasis. The results of more than three 
years of study are presented here. 


CHEMICAL CHARACTERISTICS 


Mapharsen is meta-amino-para-hydroxyphenylarsine oxide, gener- 
ally known by the generic term arsenoxide. It was named mapharsen by 
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in the Living Animal and in Test-Tube Oxidations, Pub. Health Rep. 47:933, 
1932. 

11. Voegtlin, C.: The Pharmacology of Arsphenamine (Salvarsan) and 
Related Arsenicals, Physiol. Rev. 5:63, 1925. 

12. Hunt, R.: Some Factors Relating to the Toxic Action of Arsphenamine, 
J. A. M. A. 76:854 (March 26) 1921. 

13. Dale, H. H.: Chemotherapy, Physiol. Rev. 3:369, 1923. 

14. Tatum, A. L., and Cooper, G. A.: (a) Meta-Amino-Para-Hydroxy 
Phenyl Arsine Oxide as an Antisyphilitic Agent, Science 75:541, 1932; (b) An 
Experimental Study of Mapharsen as an Antisyphilitic Agent, J. Pharmacol. & 
Exper. Therap. 50:198, 1934. 
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Tatum and Cooper '**—a conglomerate word composed of the first 
letters in the chemical term. 
The structural formula of mapharsen is as follows: 


“AsO. % C:HsOH 
NH: HCl 


OH 


In theory, mapharsen contains 29.01 per cent of metallic arsenic. 
The chemical purity of different samples varies from 98 to 100 per cent. 
It is a stable fluffy, hygroscopic powder. It is readily soluble in water 
and is not precipitated by the tissue fluids. It causes neither agglutina- 
tion nor hemolysis of red cells in concentrations of from 0.6 to 1 per 
cent. When exposed to air and moisture it is gradually oxidized to a 
less toxic phenylarsenic acid. In the synthesis of arsphenamine, 
arsenoxide is the precursor substance, and on oxidation of the former 
drug in the tissue, it is believed to be the first product of its breakdown, 
to which is ascribed the therapeutic activity of arsphenamine. 


TOXICITY 


Fasting albino rats, weighing between 110 and 130 Gm., were given 
injections in a tail vein of a 0.2 per cent concentration of mapharsen 
in distilled water. A dose of mapharsen which permitted the survival of 
60 per cent of the rats, or three out of five, for six days was taken as 
the maximal tolerated dose (M.T.D.), and a dose which killed 60 per 
cent within six days constituted the minimal lethal dose (M.L.D.). 
On the basis of the results of our tests on a number of samples, the 
average maximal tolerated dose of mapharsen when given intravenously 
to rats was about 18 mg. per kilogram,'® and the average minimal lethal 
dose was about 20 mg. 

For albino rats, the maximal tolerated dose of mapharsen injected 
intramuscularly was 22 mg., and the minimal lethal dose, 24 mg., per 
kilogram of body weight. For rabbits and guinea-pigs, the maximal 
tolerated dose injected intravenously was 14 mg., and the minimal lethal 
dose, 16 mg., per kilogram. 

The lethal effect of mapharsen manifested itself in albino rats within 
four hours after its administration, and if the animals survived the first 
four hours they usually remained alive. The toxic symptoms produced 
by mapharsen differed considerably from those of arsphenamine. 
For the first few minutes after an injection of mapharsen the rats 
appeared normal. After this they became somewhat excited, ran about 
the cage and rubbed their noses. There was a slight secretion of watery 


15. Throughout this paper the doses are expressed in milligrams per kilogram 
of body weight. 
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fluid from the nose and mouth, suggesting salivation and lacrimation. 
In about half an hour the animals became quiet, and they remained so 
until death without struggle or convulsions, gasping once or twice for 
breath before death. Rats surviving four hours appeared well in every 
respect, and as a rule they did not die subsequently. Tremors, convul- 
sions or choreiform movements such as were noted with the administra- 
tion of neoarsphenamine did not occur. Larger animals, such as rabbits 
and dogs, died slowly of renal lesions. 


MAPHARSEN ON THE CONSTITUENTS OF THE BLOOD 


EFFECT OF 


EXPERIMENTAL ANIMALS 


AND URINE OF 


On three normal adult dogs studies were made of the sugar and 
the total nonprotein nitrogen content of the blood. Analysis of the 
urine for albumin and sugar was made at the same time. After the 
normal levels for blood sugar and total nonprotein nitrogen were 
established, two dogs were given 1 mg. of mapharsen per kilogram of 
hody weight twice weekly for nine injections. The dose was then raised 
to 2 mg. twice weekly for six injections. After a rest period of eighteen 
days the dogs were given 3 mg. twice weekly for twelve injections. This 
in turn was followed by weekly injections of 4 mg. for two weeks and 
then weekly injections of 5 mg. for four weeks. The study lasted one 
hundred and ninety-four days, in which period the dogs received 85 mg. 
of mapharsen per kilogram of body weight. Before each treat- 
ment samples of blood and_ catheterized specimens of urine 
were taken for analysis. Catheterized samples of urine were also taken 
at intervals between treatments. Throughout the study the third dog 


served as an untreated control. 

In figure 1 it is shown that nine injections of 1 mg. and six injections 
of 2 mg. for a period of two months caused no change in either the 
total nonprotein nitrogen or the sugar content of the blood. The urine 
of the dogs remained free from albumin or sugar. In one dog neither 
salivation nor vomiting occurred after intravenous injection. The other 
dog salivated occasionally and vomited once after an injection of 2 mg. 
During the next period of forty-five days each dog received twelve 
injections of 3 mg. Under this regimen salivation and vomiting 
appeared more frequently, especially after the first three or four injec- 
tions. Albumin also appeared in the urine in slight traces but disap- 
peared before the next injection. The levels of the total nonprotein 
nitrogen and the sugar of the blood deviated little from the normal 
established before the dogs were placed under treatment. In the third 
period, after a rest of twelve days, injections of 4 and 5 mg. of 
mapharsen per kilogram frequently caused nausea and vomiting. 
Urinalysis usually revealed a trace of albumin before each successive 
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treatment and definite albuminuria in from twenty-four to forty-eight 
hours after injection. The amount of albumin tended to increase with 
each successive dose. Cessation of treatment led to complete disappear- 
ance of albumin in from two to three weeks. With doses of 4 and 5 mg. 
the sugar and total nonprotein nitrogen contents of the blood were at 
only slightly higher levels than those for a normal untreated dog. 


Mg. per 100cc. 
ilo BLooD SUGAR 
100 
A 
90, 
80 
60 
TOTAL NON PROTEIN NITROGEN 
DOSE Mg.per/ 
122222 
v 
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Fig. 1—Effect of mapharsen on the sugar and nonprotein nitrogen contents 
of the blood of dogs. The broken lines represent the average values for two 
treated dogs; the solid lines, those for a control dog. The arrows and the 
figures 1, 2, 3, 4 and 5 indicate the time and quantity of the drug given. 


A study of the total nonprotein nitrogen and blood sugar and the 
results of repeated examinations of catheterized samples of urine of 
dogs treated with mapharsen as compared with the determinations for 
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the untreated controls revealed that a dose of from 1 to 2 mg. caused 
no increase in the amount of total nonprotein nitrogen or sugar in the 
blood nor did it produce albuminuria. Repeated injections of 3 mg. 
tended to produce a mild cumulative effect and at times caused salivation, 
vomiting and the appearance of a trace of albumin in the urine. 

A dose of from 4 to 5 mg. injected once weekly caused considerable 
salivation and vomiting after each injection. The urine showed con- 
tinuously the presence of albumin during this course of treatment. An 
elevation of the amounts of total nonprotein nitrogen and sugar in the 
blood with injections of from 4 to 5 mg. suggested a possible injury 
of the liver and probably renal damage. 

The histopathologic changes '° in organs studied after injections of 
mapharsen distinctly indicated that repeated doses of 1 to 2 mg. caused 
no pathologic changes in the kidneys or liver. Doses of 4 and 5 mg., 
however, produced distinct temporary changes in the liver and less 
distinct lesions in the kidneys. 


TRYPANOCIDAL EFFECT 


In studies of the trypanocidal activity of mapharsen albino rats 
weighing about 150 Gm. each were inoculated with a heavy but uniform 
dose of Trypanosoma equiperdum. On the third day after the inocula- 


tion the total red cell count was made on a representative group of rats 
(usually from six to eight). The average count for these animals was 
taken as a standard for the whole group. After the total red cell count, 
a smear was made of the blood of each rat in the entire test group. The 
smears were stained by the Wright method. On these smears the total 
and the relative trypanosome counts were made. Preparation of these 
films was repeated at regular intervals after the treatment. 

The minimal effective trypanocidal dose (M.E.D.) represents the 
quantity of the drug which renders the peripheral blood stream of 
heavily infected rats (with from about 600,000 to 1,000,000 trypano- 
somes per cubic millimeter) free from trypanosomes in about eighteen 
hours (overnight). 

The minimal curative dose (M.C.D.) implies the amount of the drug 
which prevents the relapse of infection with trypanosomes for from 
three to four weeks after the treatment. 

In tables 1, 2 and 3 it is shown that 1 mg. per kilogram of mapharsen 
rendered the peripheral blood stream free from trypanosomes in eighteen 
hours. <A similar trypanocidal effect was produced by 10 mg. of 
arsphenamine and by 22 mg. of neoarsphenamine. 


16. Gruhzit, O. M.: Arsenoxide in Experimental Animals, Arch. Path. 18: 
582 (Oct.) 1934. 
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TABLE 1.—ffectiveness of an Increasing Dosage of Arsphenamine in Rats 
Infected with T. Equiperdum 


Dose, Mg. per Kg. 


Trypanosome count before 
treatment* 
Time After 
Treatment 
1 hour 
2 hours 
3 hours 
Trypanosome 4 hours 
count after 5 hours 
treatment* 6 hours 
7 hours 
{ 18 hours 
Rats surviving... 3 weeks None None None None None 
140 
Therapeutic index = 
10 
M.T.D. 140 
Curative index : —_ = — = 11.6 
M.C.D. 12 


* The trypanosome count, as indicated in this table and in tables 2 and 3, is expressed as 
the number of organisms in an average microscopic field of 320 red cells. 


TABLE 2.—Relative Effectiveness of an Increasing Dosage of Neoarsphenamine 
in Rats Infected with T. Equiperdum 


Dose, Mg. per Kg. 
— 


14 
Trypanosome count before 
treatment 
Time After 
Treatment 
1 hour 
2 hours 
3 hours 
Trypanosome 4 hours 
eount after 5 hours 
treatment 6 hours 
7 hours 
18 hours 
Rats surviving... 3 weeks None None None None None None None None None None Yes 
200 
Therapeutie index - 


Curative index 


M.C.D. 


TABLE 3.—Relative Effectiveness of an Increasing Dosage of Mapharsen 
in Rats Infected with T. Equiperdum 


Dose, Mg. per Kg. 
A 


0.6 0.8 i y 1.4 1.6 1.8 
Trypanosome count before 
treatment 
Time After 
Treatment 
1 hour 
2 hours 
3 hours 
Trypanosome 4 hours 
count after 5 hours 
treatment 6 hours 
7 hours 
18 hours 
Rats surviving... 3 weeks None None None None 
M.T.D. 
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EQUIPER 
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1 
Yes == 
500,00. 
M.T.D. 200 
= =— = 83 
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37 52 36 40 
42 25 20 
24 5 1 
12 1 
4 1 -- 
1 
e MM Yes Yes Yes 
= — = 18 
M.E.D. 1 
M.T.D. 18 
Curative index = =9 
M.C.D. 2 
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Arsphenamine.—No trypanocidal effect was noted with 3 mg. per 
kilogram of arsphenamine. A dose of 5 mg. reduced the number of 
trypanosomes in eighteen hours from about 700,000 to slightly more 
than 100,000 per cubic millimeter. Doses of 6 and 8 mg. reduced the 
number in eighteen hours to slightly less than 25,000 organisms per 
cubic millimeter. Ten milligrams of arsphenamine was required to 
render the peripheral blood free from trypanosomes in eighteen hours. 


25,000 
00 
HOURS 2 


250,000 
\ 


100,000 


Fig. 2—The comparative trypanocidal effects of arsphenamine, neoarsphen- 
amine and mapharsen in rats heavily infected with T. equiperdum. The thera- 
peutic ratio for mapharsen, arsphenamine and neoarsphenamine is 1: 10: 22. 


A dose of 12 mg. of arsphenamine prevented a relapse of infection for 
from three to four weeks. 

Neoarsphenamine.—No trypanocidal effect was noted with 6 mg. per 
kilogram of neoarsphenamine. A dose of & mg. reduced the number of 
trypanosomes from about 700,000 to slightly more than 100,000 organ- 
isms per cubic millimeter. A dose of from 10 to 20 mg. reduced the 
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number of organisms to about 25,000 in eighteen hours. A dose of 22 
mg. rendered the peripheral blood stream free from trypanosomes in 
eighteen hours. A dose of 24 mg. prevented a relapse for from three 
to four weeks. 

Mapharsen.—When given in doses of 0.6 to 0.8 mg. per kilogram 
mapharsen caused a reduction in the number of trypanosomes similar to 
that with 6 and 8 mg. of arsphenamine and with from 10 to 20 mg. of 
neoarsphenamine (fig. 2). The effect of a dose of from 1 to 1.4 mg. of 
mapharsen corresponded to the activity of from 10 to 18 mg. of arsphena- 
mine and from 22 to 24 mg. of neoarsphenamine. The minimal effective 
dose of mapharsen appeared to be 1 mg. as compared with that of 10 mg. 
for arsphenamine and of 22 mg. for neoarsphenamine. A dose of 
2 mg. prevented a relapse for from three to four weeks. 

The maximal tolerated dose of the sample of arsphenamine used in 
the test on the rats was 140 mg. per kilogram; the maximal tolerated 
dose for the lot of neoarsphenamine used was 200 mg. 

The following chemotherapeutic indexes were obtained for the three 
substances in accordance with the method of testing already described : 


M.T.D. 140 
M.E.D. 
M.T.D. 
Neoarsphenamine 


Arsphenamine 


1.E.D. 


M.T.D. 
Mapharsen — = 
M.E.D. 


In contrast to the wide differences in the minimal effective indexes, 
only the following slight differences in the minimal curative indexes 
were shown in trypanosomiasis : 

M.T.D. 
Arsphenamine - 
M.C.D. 
M.T.D. 
Neoarsphenamine —--—— 
M.C.D. 
M.T.D. 


Mapharsen 
M.C.D. 


EFFECT OF MAPHARSEN ON EXPERIMENTAL SYPHILIS IN RABBITS 


Healthy normal rabbits of different breeds were inoculated intra- 
testicularly with the Nichols strain of S. pallida. Some of the rabbits 
were treated in forty-eight hours after inoculation to ascertain the pro- 
tective or the prophylactic value of mapharsen. The other inoculated 
rabbits were kept for from two to four months until lesions became 
well developed. The rabbits with syphilis were treated with a single 
dose or multiple doses of mapharsen to demonstrate its value in the 
healing of lesions, the disappearance of spirochetes, the curative effect 
and the changes in the Kahn reaction of the blood. 
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Healing Effect—A group of syphilitic rabbits with well developed 
iesticular lesions was placed under treatment with mapharsen. For 
comparison a similar group was treated with neoarsphenamine. Com- 
parative changes are illustrated in figures 3 to 6. 

From these figures it is evident that the healing effect on syphilitic 
lesions in rabbits under treatment with 1 mg. of mapharsen per kilogram 


Fig. 3—Effect of treatment of syphilitic lesions of the testes of a rabbit with 
three injections of 1 mg. per kilogram of mapharsen at intervals of a week. A 
shows the lesions before treatment. The testes presented generalized orchitis, 
edema, induration and areas of ulceration, which were covered with a gangrenous 
scab. The patches measured 2.3 by 1.5 cm. and 1.2 by 1.6 cm. B shows the condi- 
tion one week later. Edema had subsided, and induration had partly disappeared ; 
the lesions measured 1.4 by 1 cm. and 0.6 by 0.6 cm. C shows the appearance two 
weeks later. The superficial lesions were healed, and fibrosis was noted. 


was at least as rapid as that with 10 mg. of neoarsphenamine. Within 


the first twenty-four hours the edema subsided, and the lesions became 
dry and cicatrized. 


q 


Fig. 4.—Effect of treatment of syphilitic lesions in the testes of a rabbit with 
three intravenous injections of 1 mg. per kilogram of mapharsen at intervals of a 
week. A shows the appearance of the lesions before treatment, with generalized 
orchitis, edema, induration and ulceration. The ulcers measured 1.3 by 1.2 cm. and 
2.2 by 1.5 cm. B shows the lesions one week later. Edema and induration had sub- 
sided, and the size of the ulcers was 0.5 by 0.5 cm. and 1.5 by 0.9 cm., respectively. 
C shows the appearance two weeks later, with the ulcers almost healed. Three 
weeks later the testis appeared normal. 


Fig. 5.—Effect of treatment of syphilitic lesions in the testes of a rabbit with 
three intramuscular injections of 1 mg. per kilogram of mapharsen at intervals of a 
week. A shows the appearance before treatment, with generalized orchitis, edema, 
induration and an area of ulceration covered with a gangrenous scab, 2.4 by 2.9 cm. 
One week later, after the first treatment most of the induration had 
disappeared, and the ulcerated area measured 1.0 by 0.6 cm. B shows the con- 
dition two weeks later after the second treatment. The lesion was almost healed. 


in size. 
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Spirocheticidal Effects of Mapharsen and Neoarsphenamine—The 
effect of mapharsen in a dose of 1 mg. per kilogram was compared with 
that of neoarsphenamine in a dose of 10 mg. and, as shown in table 4, 
the promptness of the disappearance of spirochetes from the lesions with 
the one drug was comparable to that with the other. 

Effect of Mapharsen on the Kahn Reaction in Syphilitic Rabbits — 
Quantitative Kahn tests on syphilitic rabbits were made before and at 
definite intervals after treatment with mapharsen and in parallel series 


Fig. 6.—Effect of treatment of syphilitic lesions in the testes of a rabbit with 
three intravenous injections of 10 mg. per kilogram of neoarsphenamine at intervals 
of a week. A shows the lesions before treatment. The left testis shows generalized 
orchitis, edema, induration and an area of ulceration covered with a gangrenous 
scab, 3.4 by 2.8 cm. in size. The right testis shows nodules the size of a pea. B shows 
the appearance nine days later or two days after the second injection. The scab 
had fallen off, leaving a bleeding ulcer 1.5 by 1.2 cm. in size. Induration and 
edema had subsided. C shows the condition two weeks later after two treatments, 
with only a small ulceration, 0.6 by 0.6 cm. in size. At the end of twenty-three 
days the testes appeared normal. 
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with similiar tests after treatment with neoarsphenamine. The results 
presented in figure 7 show the average changes in the serologic reactions 
occurring in syphilitic rabbits treated with mapharsen and neoarsphen- 
amine. One group of syphilitic rabbits received weekly injections for 
three weeks of 1 mg. of mapharsen per kilogram, or a total of 3 mg. 
per kilogram. Another group of syphilitic rabbits was treated with a 
single dose of 3 mg. For comparison, neoarsphenamine was given in 
single doses of 40 mg. per kilogram and in doses of 10 mg. per kilogram 
twice weekly for six treatments. 

The values for the Kahn reaction for the control rabbits remained 
at a high level for more than fifty days. After this the strength of the 
reaction decreased slowly, and after one hundred and fifteen days the 
reaction was still more than 30 Kahn units. For the treated rabbits 
the values for the reaction decreased rapidly during the first twenty-one 
days, reaching a level of from 15 to 25 Kahn units. In some animals the 
Kahn reaction became entirely negative, while in the others it fluctuated 


TaBLe 4.—Effect of Mapharsen and Neoarsphenamine on S. Pallida 


No. of 


Spirochetes No. of Spirochetes No. of Spirochetes 
per Dark per Dark Field per Dark Field 
Dosage of Drug, Mg. Field Before 24 Hours After 48 Hours After 
Rabbit per Kilogram Treatment Treatment Treatment 
666 Mapharsen, 1.......... 10 None None 
1,089 Mapharsen, 1.......... 10 None None 
1,095 Mapharsen, 1........ = 4 Few nonmotile forms None 
1,062 Neoarsphenamine, 10. . 10 Few nonmotile forms None 
1,090 Neoarsphenamine, 10.. 10 Few nonmotile forms Few nonmotile forms 


from about 10 to 15 Kahn units. The response of the Kahn reaction to 
treatment with 40 mg. of neoarsphenamine and to that with 1 mg. of 
mapharsen in single or repeated doses was almost identical. Treatment 
with 10 mg. of neoarsphenamine, repeated twice weekly for six doses, 
caused only moderate response in lowering of the values for the Kahn 
reaction without a sustained effect. 

Prophylactic-Curative Value of Mapharsen in Experimental Syph- 
ilis—The prophylactic value of mapharsen and neoarsphenamine 
was studied to determine the relative merits of the two drugs in the 
prevention of the development of syphilitic lesions after massive inocu- 
lation. The treatment was instituted forty-eight hours after the 
inoculation. A group of untreated inoculated rabbits were used as 
controls. The lymph glands of the treated rabbits showing no lesions 
were removed at the end of a period of three months. The glands were 
cut into small pieces and injected by means of a trochar into the testes 
of normal rabbits. Absence of lesions in the rabbits to which the 
material was transferred for at least ninety days was taken as a criterion 
of the cure of the treated rabbits. The index of cure in this report is 
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taken as the ratio of the maximum tolerated dose to the dosage produc- 
ing freedom from demonstrable lesions in 100 or nearly 100 per cent 
of the transfer rabbits. 

In table 5 the results of a series of repeated treatments are com- 
pared with those of a single treatment, and it is evident that 0.5 mg. per 
kilogram of mapharsen when given at intervals of seven days resulted in 
the prophylactic cure of about 33 per cent of the rabbits. The same num- 
ber of treatments with a dose of 1 mg. resulted in freedom from lesions 


DAYS 10 20 30 


Fig. 7—Curves showing average values for the Kahn reaction of groups of 
from three to twelve syphilitic rabbits after treatment with mapharsen and neo- 
arsphenamine in single and repeated doses. In this chart, the values after three 
doses of 1 mg. per kilogram of mapharsen are shown by a line and four large dots; 
those after one dose of 3 mg. per kilogram of mapharsen, by a line and three small 
dots; those after three doses of 40 mg. per kilogram of neoarsphenamine, by a solid 
line with small dots; those after one dose of 40 mg. per kilogram of neoarsphen- 
amine, by a line of dashes; those for untreated rabbits, by a solid line and large 
dots, and those after six doses of 10 mg. per kilogram of neoarsphenamine, by a 
line of short dashes. Double arrows indicate weekly treatment. 


in 100 per cent of the rabbits. On the basis of a total dose of 3 mg. 
of mapharsen, the prophylactic-curative index for rabbits inoculated 
with S. pallida forty-eight hours before institution of treatment was 
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4.7 (14:3). A similar index for treatment with a single dose, a: 
shown also in table 5, was 7 (14:2). For the lot of neoarsphenamin« 
used for comparison in this study the prophylactic-curative index 
for a single treatment was 5 (150: 30). 

The intramuscular administration of mapharsen appeared to be 
about as effective as the intravenous method. When given orally 1 mg. 
per kilogram daily for sixteen days did not prevent the development of 
lesions in rabbits, which suggests that mapharsen when administered 
orally possesses no prophylactic value against S. pallida. 


Tas_eE 5.—Prophylactic-Curative Effect of Mapharsen and Neoarsphenamine in 
Experimental Syphilis 


Number of Percentage 
Rabbits Dose per of Negative 


Surviving Transfers Kg. of Results After 
of Macerated Number of ‘Transfer of 


Lymph Nodes for Weekly Macerated 
Probation Period Method of Treatment Mg. Treatments Lymph Nodes 


A. Effect of Mapharsen 


or 


3 
3 
3 
1 
1 
1 
1 
1 
1 
1 
1 
1 
6 


16 daily 


B. Effect of Neoarsphenamine 


Intravenous 
Intravenous 


Therapeutic index for mapharsen 


Therapeutic index for neoarsphenamine = 


* Lesions developed in all rabbits. 


Therapeutic Effect of Mapharsen on Well Established Syphilis in 
Rabbits —The effect of mapharsen on well established syphilis in rabbits 
is demonstrated in tables 6 and 7. The therapeutic value of multiple 
doses of mapharsen and neoarsphenamine is indicated in table 7. 

When syphilitic rabbits were given three or more treatments at 
weekly periods, 0.75 mg. per kilogram of mapharsen was required to 
effect cures in about 33.3 per cent of the rabbits. About 2 mg. of 
mapharsen was required to produce a similar cure in 33.3 per cent of the 
rabbits when given a single treatment. 

One milligram per kilogram of mapharsen given in three treatments 
produced a cure in 80 per cent of the rabbits. In a single treatment 


33 
70 
100 
75 
93 
100 
100 
72 
100 
100 
94 
80 
0, 

i 20 1 67 
25 1 80 
3 30 1 100 
: 40 1 100 

M.T.D. 14 

n....... = ——_—- = = 7 
M.C.D. 2 
M.T.D. 150 
—— = 5 
M.C.D. 30 
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about 3.5 mg. was required to attain the same result. It is evident that 
repeated smaller doses result in a higher therapeutic effect than it is 


possible to attain with a single large dose. 


TaBLe 6.—Effect of a Single Dose of Mapharsen and of Neoarsphenamine 
on Experimental Syphilis in Rabbits 
Number of Percentage 
Rabbits Dose per of Negative 
Surviving Transfers Kg. of Results After 
of Macerated Body Transfer of 
Lymph Nodes for Weight, Number of Macerated 
Probation Period Route of Administration Mg. Treatments Lymph Nodes 
A. Effect of Mapharsen 

3 1.20 1 0.0 

2 1.50 1 100.0 

9 2.00 1 33.3 

19 3.00 1 58.0 

6 3.20 1 83.3 

6 3.40 1 83.3 

11 3.50 1 82.0 

7 3.60 1 72.0 

27 Intravenous.. 4.00 1 74.1 

15 5.00 1 96.7 


B. Effect of Neoarsphenamine 


8 40 1 75 
4 50 1 100 


Curative index for a single dose of mapharsen = 14:3.5 = 4 
Curative index for a single dose of neoarsphenamine = 150:40 = 3.75 


Taste 7.—Effect of Treatment with Multiple Doses of Mapharsen and 
Neoarsphenamine on Experimental Syphilis in Rabbits 


Number of Rabbits Percentage 
Surviving Transfer Dose per of Negative 
of Macerated Kg. of Transfers of 
Lymph Nodes for Body Weight, Number of Macerated 
Probation Period Route of Administration Mg. ‘Treatments Lymph Nodes 
A. Effect of Mapharsen 
3 0.75 6 100.0 
7 1.00 3 71.4 


B. Curative Effect of Neoarsphenamine 


2 cs 25 8 50.0 
5 30 3 80.0 
3 40 3 100.0 


Ourative index for mapharsen, 14:3 = 4.6 
Curative index for neoarsphenamine, 150:90 = 1.67 


When the effect of a single dose or repeated doses of mapharsen 
were compared with those of a single dose or repeated doses of neo- 
arsphenamine, it was found that a single dose of 3.5 mg. of mapharsen 
was equal in therapeutic results for syphilitic rabbits to a single dose 
of 40 mg. of neoarsphenamine. Three doses of 1 mg. of mapharsen 
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were equal in therapeutic results to about three doses of 30 mg. oj 
neoarsphenamine. The following curative indexes for the syphilitic 
rabbits were determined: Carats 

rative 


Mapharsen, single dose 
Neoarsphenamine, single dose 
Mapharsen, repeated doses 
Neoarsphenamine, repeated doses 


Intramuscular injections of mapharsen in syphilitic rabbits produced 
therapeutic results as good as or slightly better than intravenous injec- 
tions of similar doses. Intramuscular injections caused considerable 
pain and injury to the tissues; the destruction of tissues was, however, 
less extensive than with the intramuscular injection of neoarsphenamine 
or sulpharsphenamine. Intramuscular injections of mapharsen in dogs 
were not followed by ulceration or formation of abscesses. Accidental 
subcutaneous injections in human beings of solutions in a concentration 
of 0.6 per cent have not resulted in formation of abscesses or ulcera- 
tion. Considerable pain, induration and swelling result, which subside 
within four to seven days. 

COMMENT 

The study of pure arsenoxide, meta-amino-para-hydroxyphenyl- 
arsine oxide, revealed that its toxic dose for albino rats under the condi- 
tions of our experiments is from about 18 to 20 mg. per kilogram, or 
from 5.2 to 5.8 mg. per kilogram of metallic arsenic. The toxic dose of 
neoarsphenamine for albino rats varies from 200 to 400 mg. per kilo- 
gram or from 36 to 72 mg. per kilogram of metallic arsenic. While the 
toxicity of the oxide varies about 10 per cent, that of neoarsphenamine 
varies about 100 per cent. 

If the toxic action of neoarsphenamine depended entirely on the 
product of its breakdown, the arsenoxide, only a small part of the neo- 
arsphenamine would have to be changed into the active agent, phenyl- 
arsine oxide (containing an equivalent of 5.2 mg. of metallic arsenic). 
However, the equivalent dose of neoarsphenamine contains 36 mg. of 
metallic arsenic. On the basis of this comparison, one may conclude 
that about 85 per cent of neoarsphenamine apparently remains in an 
inactive form or is not utilized as a spirocheticide. The conversion of 
arsphenamine into phenylarsine oxide in the body was found by 
Rosenthal *° to be from 10 to 12 per cent. The inactive arsenic is not 
therapeutically effective." 


17. Wechselmann, W.; Lochemann, G., and Ulrich, W.: Ueber den Arsen- 
gehalt von Blut und Harn nach intravendser Einspritzung verschiedener Salvar- 
sanpraparate und seine Beziehung zu den Salvarsanschadigungen, Arch. f. Dermat. 
u. Syph. 142:163, 1923. Kolmer, J. A.: Chemotherapy: Treatment of Syphilis, 
Philadelphia, W. B. Saunders Company, 1926, p. 553. 
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In trypanosomiasis the minimal effective doses of mapharsen, 
arsphenamine and neoarsphenamine were, respectively, 1, 10 and 22 mg. 
per kilogram; i. e., mapharsen in a single dose by weight possessed a 
therapeutic activity about ten times as great as that of arsphenamine and 
twenty-two times as great as that of neoarsphenamine. The chemo- 
therapeutic indexes were 18, 14 and 9, respectively. The sterilizing 
doses of the three substance in trypanosomiasis were 2, 12 and 24 mg. 
per kilogram, respectively, and the ratio of the sterilizing indexes for 
mapharsen, arsphenamine and noearsphenamine, respectively, is 9: 11.6: 
8.3. The sterilizing single dose of mapharsen for trypanosomes was 
one-sixth that of arsphenamine and one-twelfth that of neoarsphenamine. 

The ratio of the maximal tolerated doses of the three products for 
rats is 18:140:200 (1:8:11), or on the basis of the arsenic content 
the ratio for mapharsen, arsphenamine and neoarsphenamine is 
1:8:7.3; i. e., mapharsen is about eight to eleven times as toxic as 
arsphenamine and neoarsphenamine, respectively. However, the effec- 
tive dose is from ten to twenty-two times as small, and it contains only 
about from one-seventh to one-tenth as much arsenic as the arsphena- 
mines. 

In the treatment of experimental syphilis in rabbits the protective 
single doses of mapharsen and neoarsphenamine were, respectively, 2 and 
30 mg. per kilogram, giving therapeutic indexes of 7 for mapharsen and 
5 for neoarsphenamine. A dose of 0.5 mg. per kilogram of mapharsen 
given three times in two weeks protected 30 per cent of the rabbits from 
syphilis. A dose of 1 mg. per kilogram given three times in two weeks 
protected 100 per cent of recently infected rabbits from syphilis. In 
well established syphilis in rabbits (with an infection of from two to 
four months’ duration) 1 mg. of mapharsen given three times in two 
weeks sterilized 80 per cent of the rabbits. Similar results were obtained 
with from 30 to 40 mg. per kilogram of neoarsphenamine given three 
times in two weeks. Six weekly doses of 10 mg. per kilogram of neo- 
arsphenamine sterilized only about 66 per cent of the rabbits. 

A dose of 1 mg. per kilogram of mapharsen repeated three times had 
a higher sterilizing effect than a dose of 10 mg. per kilogram of neo- 
arsphenamine repeated six times. One hundred per cent of the rabbits 
were sterilized by an intramuscular injection of 0.75 mg. per kilogram 
of mapharsen for six weekly periods as compared with 66 per cent by 
the intravenous injection of six doses of 10 mg. per kilogram of neo- 
arsphenamine. The ratio of the sterilizing indexes for mapharsen 
and neoarsphenamine when given in single doses to rabbits with well 
established syphilis was 4: 3.75. With repeated treatments the ratio of 
the indexes was 4.6:1.67, which suggests that 1 mg. per kilogram of 
mapharsen given once weekly for three weeks produces as good thera- 
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peutic results as 30 mg. per kilogram of neoarsphenamine given in a 
similar manner. 

From the experimental study it is suggested that a dose of 1 mg. 
per kilogram of mapharsen is well tolerated and possesses satisfactory 
therapeutic effectiveness and that consequently it appears to be an 
optimum dose suitable for prolonged use. This dose has now been used 
for over one and one-half years in the clinical treatment of syphilis and 
appears well tolerated.** 


SUMMARY 

Mapharsen, a pure arsine oxide, meta-amino-para-hydroxyphenyl- 
arsine oxide, has been studied to determine its toxicity, tolerance and 
trypanocidal and spirocheticidal values in experimental animals. Neo- 
arsphenamine and arsphenamine were used for comparison. 

The minimal lethal dose of mapharsen for albino rats when given 
intravenously varied from 18 to 22 mg. per kilogram, with an average 
of about 20 mg. per kilogram. The maximal tolerated dose varied from 
16 to 20 mg. per kilogram, with an average of 18 mg. For rabbits the 
average minimal lethal dose was 16 mg., and the maximal tolerated dose, 
about 14 mg. per kilogram. 

The minimal lethal dose for rats when given intramuscularly was 
about 24 mg. per kilogram, while the maximal tolerated dose was about 
22 mg. 

Mapharsen when injected intravenously in dogs in a dose of 1 mg. 
per kilogram twice weekly for nine doses and in a dose of 2 mg. twice 
weekly for six doses caused neither albuminuria nor an increase in the 
total nonprotein nitrogen or the sugar content of the blood. The adminis- 
tration was not followed with diarrhea, nausea, vomiting or general 
weakness. A dose of 3 mg. per kilogram caused occasional salivation. 
A dose of from 4 to 5 mg. once weekly frequently caused vomiting, 
salivation and the appearance of albumin in the urine. Intramuscular 
injections in dogs of 5 mg. per kilogram once weekly for eight weeks 
caused neither vomiting nor albuminuria. 

The minimal effective dose of mapharsen given intravenously to 
albino rats infected with T. equiperdum was 1 mg. per kilogram. A 
comparable dose of arsphenamine was 10 mg. per kilogram and that of 
neoarsphenamine, 22 mg. The therapeutic indexes were 18, 14 and 9 
for mapharsen, arsphenamine and neoarsphenamine, respectively. 

The sterilizing doses for infection with T. equiperdum were 2, 12 
and 24 mg. per kilogram for mapharsen, arsphenamine and_neoars- 
phenamine, respectively. The corresponding curative indexes were 9, 
11.6 and 8.3, respectively. 


18. The clinical study of mapharsen will be presented in another paper 
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In syphilis in rabbits 1 mg. per kilogram of mapharsen cleared 
lesions due to S. pallida in from about twelve to thirty-six hours. A 
dose of 10 mg. per kilogram of neoarsphenamine cleared similar lesions 
in from about twenty-four to forty-eight hours. 

The lesions in syphilitic rabbits treated with 1 mg. per kilogram of 
mapharsen healed within seven days. A dose of 10 mg. of neoarsphena- 
mine was required to effect about the same degree of healing. 

Quantitative Kahn tests on syphilitic rabbits under treatment with 
doses of 1 and 3 mg. per kilogram of mapharsen produced reactions of 
about the same degree as those in rabbits receiving 40 mg. of neo- 
arsphenamine. Reactions after treatment with 10 mg. of neoarsphena- 
mine did not show a reduction in the number of Kahn units correspond- 
ing to that with 1 mg. of mapharsen. 

The protective effectiveness of mapharsen in doses of 1 mg. per 
kilogram given forty-eight hours after inoculation with S. pallida and 
repeated three times in two weeks, or in a single dose of 2 mg., was 
about 100 per cent for rabbits. Thirty milligrams of neoarsphenamine 
in a single dose was required to protect 100 per cent of the rabbits. 

The sterilizing indexes for mapharsen and neoarsphenamine in 
single doses for syphilitic rabbits were about 4 and 3.75 respectively, 
while in repeated doses given once weekly for three weeks the respective 
indexes were 4.6 and 1.67 for mapharsen and neoarsphenamine; i. e., 
with single doses the indexes were about equal, but with repeated doses 
mapharsen appeared superior to neoarsphenamine. 

Intramuscular injections of mapharsen possessed about the same 
therapeutic value as intravenous injections. 

Mapharsen had no protective value against syphilis when given 
orally to rabbits in doses of 1 mg. per kilogram daily for sixteen days. 

A dose of 1 mg. per kilogram of mapharsen possessed higher ther- 
apeutic value in syphilis than a dose of 10 mg. per kilogram of neo- 
arsphenamine. 

Mapharsen in experimental trypanosomiasis and syphilis appeared 
well tolerated and possessed at least as high a therapeutic value as that 
of neoarsphenamine. 
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MAPHARSEN IN THE TREATMENT OF SYPHILIS 


A PRELIMINARY REPORT 


O. H. FOERSTER, M.D. 
R. L. McINTOSH, M.D. 
L. M. WIEDER, M.D. 
H. R. FOERSTER, M.D. 


AND 
G. A. COOPER, B.A. 


MADISON, WIS. 


The trivalent arsenical preparation meta-amino-para-hydroxyphenyl- 
arsine oxide was studied originally by Ehrlich and Bertheim and later 
by Voegtlin and others and was found to be relatively toxic. It has 
generally been thought to be the most important effective product of 
the breaking down of the arsphenamines. It has been reinvestigated 
recently in the treatment of experimental trypanosomiasis and experi- 
mental syphilis by Prof. A. L. Tatum and Mr. G. A. Cooper of the 
department of pharmacology and toxicology of the University of 
Wisconsin. These investigators found that the therapeutic index and 
other properties were such as to make the drug more promising than 
any other single antisyphilitic agent known to them. Its administration 
twice a week for ten weeks in amounts considerably in excess of the 
therapeutic requirement did not cause evident intoxication in the 
experimental animals; hence it did not seem likely that cumulative 
effects would occur from its repeated clinical use. This consideration 
and the comparatively wide range between the relatively small effective 
therapeutic dose and the toxic dose as determined for the experimental 
animal appeared to provide a safe and promising basis for justification 
of the clinical investigation of this compound. 

The drug was designated by the number 158 for a time; later 
Dr. Tatum constructed the name mapharsen from meta-amino-para- 
hydroxyphenylarsine oxide, and the term is used in this report. 

Mapharsen is a chemically assayable drug of definite constitution, as 
shown by Tatum and Cooper.’ It becomes slowly less toxic on expo- 


From the Department of Dermatology of the University of Wisconsin Med- 
ical School. 

Read at the Fifty-Sixth Annual Meeting of the American Dermatological 
Association, Inc., Chicago, June 10, 1933. 

1. Tatum, A. L., and Cooper, G. A.: Experimental Study of Mapharsen 
(Meta-Amino Para-Hydroxy Phenyl Arsine Oxide) as Antisyphilitic Agent, J. 
Pharmacol. & Exper. Therap. 50:198 (Feb.) 1934. 
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sure to air. The percentage of the arsenical content is approximately 
the same as that of the arsphenamines, and the effective therapeutic dose 
is smaller, therefore requiring the introduction of much less arsenic. 

The drug was administered in all cases by intravenous injection. In 
the proportion of 4 mg. per cubic centimeter of distilled water the 
solution is isotonic. The simplicity of administration of mapharsen is 
essentially the same as that of neoarsphenamine. 

To obtain at the outset an accurate appraisal of the effect of 
mapharsen, it was decided to employ the drug alone in a series of cases, 
with the reservation that it should be replaced by, or should include, 
other therapeutic agents in the cases in which such a change in treatment 
might be indicated in the future. A study of two additional series of 
cases is under way in which mapharsen is being used in conjunction 
with mercury and bistnuth. 

As this drug had not heretofore been used in man, our study was 
planned for a small group of patients who could be closely observed 
clinically and on whom a comprehensive laboratory study could be made. 
This preliminary study showed that mapharsen possesses special proper- 
ties that appeared to justify an extensive study of the drug. Other 
workers were invited to take part in the investigation, and until the 
time of writing approximately 27,000 injections of the drug have been 
given to about 2,500 patients. 


Mapharsen has been under investigation in the treatment of syphilis 
of the central nervous system for the past eighteen months by Dr. W. F. 
Lorenz and Dr. W. J. Bleckwenn of the department of neuro- 
psychiatry of the University of Wisconsin, who will make reports of 


their study.’ 

Our clinical investigation has extended over a period of eighteen 
months, during which 233 persons were given 4,666 intravenous injec- 
tions of the drug. Included in this group were 41 patients (given 133 
injections) with nonsyphilitic conditions (psoriasis, lichen planus, 
Vincent’s infection, hemorrhagic sarcoma of Kaposi, rat-bite fever and 
other disorders) and those on whom studies on the excretion of arsenic 
were carried out. Of the rest, 151 were patients with syphilis (receiv- 
ing 3,474 injections), and 80 of these comprised the special group which 
provided the material for this report. Among them were a number of 
patients who did not continue treatment, although some observations 
are available for record. 


2. Dr. Lorenz and Dr. Bleckwenn stated that ample trial of mapharsen in 
cases of neurosyphilis over a period of two years has shown it to be relatively 
unpromising in the treatment of this form of the disease and consequently not to 
be recommended at present. 
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In the early period of the investigation the effect of the drug was 
studied on patients with florid early syphilis under conditions of greatest 
systemic infection. Later, patients with syphilis in other than the early 
stage and some with complicating conditions were included. 

In the beginning all the patients were observed in the hospital during 
the first and second weeks of treatment, and thereafter they were treated 
as outpatients. Later, patients were placed in the hospital only for 
special observation, and most of them were treated as ambulatory 
patients throughout. 

During the course of treatment examination of the eyegrounds and 
visual fields was made as a routine in all the cases, with several reex- 
aminations. Frequent chemical and microscopic examinations of the 
urine, repeated phenolsulphonphthalein excretion tests and frequent 
determinations of the nonprotein nitrogen and urea content of the blood 
were carried out; in addition, complete blood counts were made in a 
large number of cases, and later the icterus index was determined as 
a routine. In some cases special procedures were carried out, such as 
repeated determinations of creatinine, urea clearance tests and brom- 
sulphalein excretion tests. 

For 30 patients the amount of arsenic excreted in the urine for 
twenty-four hours was determined at various periods during treatment.’ 

The Wassermann tests of the blood and spinal fluid were made by 
the laboratory staffs of the Wisconsin Psychiatric Institute and the 
Columbia Hospital, with determinations by the Kolmer modification for 
comparison. The Lange colloidal gold test of spinal fluid was made 
by the Wisconsin Psychiatric Institute. 

The ages of the 80 patients under study (52 males and 28 females) 
ranged from 14 to 60 years. One-half were in the 20 to 30 year group, 
and 16 were 40 or past. The weights ranged from 85 to 192 pounds 
(38.6 to 87.1 Kg.); several patients were moderately or periodically 
alcoholic, and 1 had epilepsy. Four were Negroes. 

On the basis of the clinical grouping, early syphilis was presented 
by 54 patients—6 with primary lesions and negative reactions of the 
blood serum and 8 with primary lesions and positive reactions, 14 with 
both a primary lesion and an eruption, 23 with an eruption only and 
3 with early mucosal lesions only. Twenty-three patients had late 
syphilis—8 with cutaneous or mucosal lesions ; 5 with latent syphilis and 
a negative reaction of the spinal fluid; 5 with clinically latent syphilis, 
2 of whom were pregnant; 1 with syphilis of a joint, and 4 with 
advanced cardiovascular syphilis. Three patients had heredosyphilis. 


3. The examinations were made by Dr. Herbert Broun of the State Toxico- 
logical Laboratory. 
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A survey of the 80 cases with respect to the duration of treatment 
shows that in 13 instances (16.3 per cent) six months of treatment was 
not completed and in 32 (40 per cent) treatment was continued for 
from six to nine months, in 19 (24 per cent) for from ten to twelve 
months, in 10 (12.5 per cent) for from thirteen to fifteen months and 
in 6 (7.5 per cent) for from sixteen to eighteen months. 

Sixty-seven (83.3 per cent) of the 80 patients were under treatment 
and observation for six months or longer, and 23 (28.7 per cent), for 
one year or longer. 

Forty-three of 54 patients with early syphilis were under treatment 
for longer than six months, and 19 of these were under treatment and 
observation for from twelve to eighteen months. 

Of the group of 80 patients treated with mapharsen, 63 had no 
treatment other than’ with this drug, 53 of whom had early syphilis 
and 10 late syphilis. In 11 cases mapharsen was given after previous 
recent or remote treatment with arsphenamine, neoarsphenamine, 
bismuth, mercury or iodides. Six patients with late syphilis were given 
mapharsen, preceded or followed by bismuth or mercury. 

After preliminary injections of small amounts of mapharsen, which 
were gaged tentatively on the basis of weight and general physical con- 
dition of the patient and the activity of the infection, it was found that 
the first or initial doses of 25 mg. were well tolerated. They produced 
in most patients a mild exacerbation of cutaneous lesions (Herxheimer 
effect) without systemic reaction. Beginning involution of the visible 
lesions was observed early. Second injections given after an interval 
of from four to seven days were not followed by the cutaneous Herx- 
heimer reaction, and they had an accelerating effect on the healing of the 
lesions. It was observed early in the study that an increase in the 
amount of the drug to as high as 60 mg. for each injection was well 
tolerated by most patients, even when given twice a week, after initial 
smaller doses, and this dose was tentatively adopted for continued 
treatment of many patients later in the period of study. <A 
dose of 60 mg. was later used repeatedly for the initial injec- 
tion and produced moderately severe systemic Herxheimer  reac- 
tions in some cases of florid secondary eruptions and primary lesions 
in which the reaction of the blood serum was positive, and mild or 
no reactions in other cases in the same clinical category. Thus far, the 
small initial dose of 30 or 40 mg. usually has not been followed by 
cutaneous or systemic reaction, except of a mild, transitory type and 
occasionally by slight fever in the patients with profuse eruption. 

After doses of 60 and 80 mg. had been given without evidence of 
toxic effect, it was decided to ascertain the tolerance to a massive initial 
dose and to secure, if possible, a rapid sterilizing effect. 
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Five men with primary lesions were given 80, 100 or 120 mg. as 
a first or initial dose, which was followed during from one-half to three 
hours by a mild immediate reaction (mild vomiting, diarrhea or head- 
ache and chilliness). Several other patients with primary lesions or 
secondary eruptions were given large total amounts by repeated injec- 
tions of smaller doses at short intervals (60 mg. three times in forty- 
eight hours; 40 and 60 mg. in forty-eight hours; 60 mg. twice in 
twenty-four hours, and 60 mg. three times in forty hours). A mild or 
no reaction followed the larger dose. 

There is no evidence at this time to show that such massive initial 
doses, though apparently well tolerated by persons with normal renal 
and hepatic function, add to the efficacy of the treatment, except possibly 
in the case of patients with early primary lesions. 


EXAMINATIONS BY DARK FIELD 


Sixteen primary lesions (3 of which were extragenital) were 
examined by dark field at various intervals during twenty-four hours 
or longer after the first injection of mapharsen. The result of examina- 
tion was not considered negative until serum obtained by firm pressure 
from deep within the lesion was free from spirochetes. 

It was observed repeatedly that in the first hour after an injection 
of 60 mg. of mapharsen the spirochetes had undergone no apparent 
change, that during the second hour they were sometimes hypermotile 
for a short period or gradually grew less motile and decreased in number 
and that after this they showed progressive and more rapid loss of 
motility and decrease in numbers until their complete disappearance. 

No spirochetes were found in 14 of the 16 primary lesions in from 
eight to twenty-four hours after 1 injection of from 60 to 120 mg. of 
mapharsen. In 2 cases the dark field examination revealed no 
spirochetes in twenty-six hours and in forty-eight hours after 1 injection 
of 40 mg. 

The examination by dark field of 16 primary lesions gave negative 
results in the following instances: in eight hours after an injection of 
60 mg. of mapharsen in 1 case; in ten hours after 60 mg. in 1 case; in 
fourteen hours after 60 mg. in 1 case; in sixteen hours (1 examination 
only) after 40, 120 and 120 mg., respectively, in 3 cases; in sixteen and 
one-half hours, eighteen, twenty and twenty-two hours (1 examination 
in each case) after 100 mg. in 4 cases; in twenty-four hours after 
60 mg. in 3 cases, and in twenty-four hours after 80 mg. in 1 case. 

That the drug has a rapidly destructive effect on the spirochetes of 
human syphilis is shown by these observations. They appear to 
indicate further that doses of 60 mg. often result in negative findings 
on dark field examination within twenty-four hours, that larger doses 
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are not proportionally more effective and that a dose of 40 mg. is less 
than the minimal amount required for this rapid effect. 

Dark field examination in 8& cases of mucosal lesions (erosive 
papules and mucous patches on the lip, tongue, tonsils or fauces) gave 
negative results in the following instances: in fourteen hours after a 
single injection of 100 mg. in 1 case; in sixteen hours after 60 mg. in 
2 cases; in eighteen hours and in twenty-four hours (1 examination) 
after 60 mg. in 2 cases, and in twenty-four hours (1 examination) after 
40 mg. in 1 case. After 1 injection of 60 mg. spirochetes were present 
in the lesions of 2 patients after seventeen and twenty-four hours. 

From the observations just given it appears that doses of 60 mg. are 
perhaps not as rapidly effective in destroying the spirochetes in mucosal 
lesions as those in the primary lesion. 

Dark field examinations of perianal moist condylomas in 2 cases 
of early syphilis gave negative results in fourteen hours after an 
injection of 40 mg. of mapharsen in 1 case and positive results in 
seventy-two hours after the injection of 40 mg. in the other. Material 
taken for biopsy in the second case several hours after this examination 
showed no spirochetes with the Levaditi stain. 


EFFECT ON VISIBLE LESIONS 


In 8 cases of primary lesion in which the Wassermann reaction of 
the serum was positive, the average time required for the disappearance 
of the lesion was fifteen and twenty-five hundredths days. The shortest 
period was ten days; the longest, twenty-four. The average amount 
of mapharsen required was 277.5 mg., given in an average of 4.5 
injections, or in an average of 61.66 mg. for each injection. We 
considered that healing of the erosive or ulcerative defect and disap- 
pearance of the syphilitic infiltrate constituted complete healing and 
disappearance of the lesion, without including the fibrotic residue of the 
sclerotic chancre, which may remain for months. 

In 6 cases of primary lesion in which the Wassermann reaction of 
the blood serum was negative, the average time required for disap- 
pearance of the lesion was nineteen and thirty-three-hundredths days ; 
the average amount of mapharsen required was 333 mg., given in an 
average of 5.5 injections of an average dose of 60.6 mg. The shortest 
period was twelve days; the longest, twenty-six. 

In 37 cases of early cutaneous eruption (16 of which occurred in 
women) the lesions disappeared in an average of 12 days after an 
average amount of 173.4 mg. of mapharsen had been given in an average 
of 3.3 injections, or an average of 52.5 mg. for each injection. 

The shortest time required was four days (in 2 cases of profuse 
maculopapular eruption) and the longest, twenty-five days in 2 cases. 
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A man, aged 30, with a mixed papulosquamous and ulcerocrustace- 
ous eruption of twenty-four days’ duration and a__ tonsillar 
chancre, showed beginning involution of the lesions forty-eight 
hours after an initial dose of 30 mg. of mapharsen, and healing pro- 
ceeded rapidly. The coin-sized ulcerative lesions healed completely in 
twenty-five days (after administration of 390 mg.). The weight 
increased from 130 to 148 pounds (59 to 67.1 Kg.) in thirty-three days, 
owing in part to rapid healing of the tonsillar lesion (in sixteen days) 
and to consequent lessened dysphagia. 

An almost universal large papular and papulosquamous, thickly 
indurated and psoriasiform syphiloderm in a woman, aged 26, 
disappeared completely, except residual pigmentation, in twenty-two 
days after administration of 270 mg. of mapharsen. Three days after 
the first injection of 30 mg. the lesions showed beginning involution, 
being less raised and scaling profusely. 

In 3 cases of early syphilis with mucosal lesions only (erosive papules 
of tne lips and mouth and condylomas), the lesions disappeared in an 
average of thirteen and seven-tenths days after an average amount of 
186.7 mg. of mapharsen, given in an average dose of 56 mg. 

In 8 cases of late syphilis with cutaneous or mucosal lesions (ulcera- 
tive nodular and papulosquamous cutaneous lesions, chancre redux and 
papulo-ulcerative lesions of the mouth and tongue), the lesions healed 
completely in an average of eighteen days after the administration of an 
average amount of 360 mg. of mapharsen, given in an average dose of 
56.3 mg. The shortest time was fourteen days and the longest twenty, 
both in cases of ulcerative nodular lesions of the skin. 

Syphilitic hydrarthrosis of three months’ duration occurring in the 
knee of a Negress disappeared completely in twenty-six days after 
300 mg. of mapharsen had been given in 5 injections of 60 mg. each. 

In 2 cases cutaneous and mucosal lesions that had proved resistant 
to previous prolonged and intensive treatment with arsphenamine, 
bismuth and mercury responded readily to mapharsen, without recur- 
rence under continued treatment. 


RECURRENCE OF CUTANEOUS AND MUCOSAL LESIONS 


Clinical relapse as shown by the recurrence of cutaneous or mucosal 
lesions was observed 7 times in 5 patients, all from the group of 40 
patients with secondary eruptions on admission to the hospital. 
Relapse occurred after periods of no treatment for five weeks and for 
two, three, four, five (2 cases) and seven months, respectively. 

In 2 cases relapse occurred twice—in 1 instance after lapses in 
treatment of five and seven months following small doses given in five 
and four weeks; in the other after lapses of five and eight weeks follow- 
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ing large doses. In 3 cases recurrence was observed three, four and 
five months, respectively, after a moderate total amount given irregularly 
during a period of from three to four months. 

The recurrent lesions disappeared as rapidly as early lesions of the 
same type and with the same average amount of mapharsen. 

These observations appear to indicate that long intervals without 
therapy early in the course of treatment favor the occurrence of clinical 
relapse when mapharsen alone is used. 


EFFECT ON THE WASSERMANN REACTION OF THE BLOOD SERUM 


Six patients had primary lesions and negative Wassermann reactions. 
One patient discontinued treatment after two months, and 5 patients, who 
were under observation for five, six, eight, ten and twelve months, 
respectively, still had megative Wassermann reactions two, three, four, 
four and ten months, respectively, after the last injection of mapharsen. 

One patient received 3 injections of 60 mg. each in forty-five hours, 
360 mg. in eleven days and a total of 1,500 mg. in three months, and 
the reaction of the blood serum continued to be negative for three 
months without further treatment. 

Another patient received 120 mg. in the first injection and 1,200 mg. 
in five months, with a lapse of treatment of three months, and the 
reaction of the blood serum continued to be negative for four months 
without further treatment. 

Another patient received 40 mg. in the first injection and a total of 
700 mg. in two months. Ten months after the last injection the Was- 
sermann reaction was still negative. 

Two of 8 patients with primary lesions and positive Wassermann 
reactions of the blood serum discontinued treatment, and 6 showed 
reversal of the Wassermann reaction to negative in an average of 
forty-three and seven-tenths days. 

Three patients continued to show negative reactions of the blood 
serum for five, six and thirteen months without receiving treatment 
during six, four and five months, respectively. 

“Serologic relapse” occurred in 3 cases. One patient had received 
1,140 mg., and relapse was noted after discontinuation of treat- 
ment for two months. Relapse occurred in 1 case during treatment. 
The third patient had received 1,640 mg. of mapharsen in four months 
at irregular intervals, and return to a positive reaction of the blood 
serum and positive findings in the spinal fluid were observed after a 
lapse in treatment of four months. 

One of the patients in whom the Wassermann reaction of the blood 
serum remained negative had been given a massive dose of 190 mg. of 
mapharsen in three days and a total amount of 350 mg. in seventeen 
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days, and none after that. Reversal to a negative reaction was found 
thirty-one days after the last injection, and the reaction remained nega- 
tive for another six months. Examination of the spinal fluid showed 
no abnormalities at the time of admission and five months later. 

Another patient was given 100 mg. in the first injection and a total 
amount of 1,590 mg. during four months. The Wassermann reaction 
of the blood remained negative for six months; during the last four 
months no treatment was given. | 

In 32 of 40 cases of secondary eruptions (37 cutaneous and 3 
mucosal), the Wassermann reaction was reversed to negative in an 
average of seventy-four days after an average amount of 920 mg. of 
mapharsen was given in average doses of 58 mg. 

In 3 of the 8 cases in which the reaction of the blood serum was 
not reversed to negative, positive changes in the spinal fluid were shown 
on admission; in 1 the patient discontinued treatment, and in 4 others 
treatment was irregular and insufficient. In 1 of the last group the 
findings in the spinal fluid were positive on reexamination thirteen 
months later. 

In 18 (56 per cent) of the 32 cases in which serologic reactions were 
reversed there was a return to a positive reaction. A second reversal 
to a negative reaction occurred in 7 instances, followed in 3 by a second 
relapse. In 4 cases recurrence of cutaneous and mucosal lesions was 
associated with return to a positive serologic reaction. Factors in the 
relapse in 6 cases appeared to be irregular and insufficient treatment 
after the original reversal in the serologic reaction and lapses in treat- 
ment that extended over periods of from three to six months. 

In 2 cases return to a positive reaction of the blood serum was asso- 
ciated with positive findings in the spinal fluid; it occurred in 1 case 
after a severe blow on the head four months after admission and in 
the other following a lapse in treatment of three months after adminis- 
tration of 1,800 mg. of mapharsen in four months. In 3 cases con- 
tinued treatment failed to reverse the Wassermann reaction after 
“serologic relapse” had taken place. 

In 12 of 32 cases in which the Wassermann reaction was reversed 
to negative it remained negative for fifteen, fourteen (2 cases), twelve, 
ten, seven, six, five (2 cases), four and three (2 cases) months, respec- 
tively. Six patients had not received treatment during the last five to 
eight months of the time they were under observation. 

Five patients with late recurrent cutaneous or mucosal lesions and 
positive Wassermann reactions of the blood and negative findings in 
the spinal fluid on admission had received treatment before mapharsen 
was given. Reversal of the serologic reaction took place in 2 of the 5 
cases after fifty-two and ninety-eight days, respectively; in 1 the Was- 
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sermann reaction remained negative for twelve months, the last ten of 
which were passed without treatment. 

Two patients with late cutaneous lesions and negative findings in 
the spinal fluid had not been treated before mapharsen was given. 
Reversal of the reaction of the blood serum occurred in 1 instance after 
eighty-five days. One patient with late cutaneous lesions and _ posi- 
tive changes in the spinal fluid had not been treated prior to the 
administration of mapharsen and showed no reversal of the Wasser- 
mann reaction. 

The group of cases of latent syphilis included 5 in which the findings 
were negative on examination of the spinal fluid at the time of admis- 
sion; in 2 cases the Wassermann reaction of the blood was reversed to 
negative, and in 3 it was not influenced by treatment. Return to a 
positive reaction of the blood serum ocurred in 1 case after four 
months. 

In 3 cases designated as instances of “latent” syphilis, the spinal 
fluid was not examined at the time of admission. The Wassermann 
reaction of the blood was reversed to negative in 1 case after thirty 
days and remained negative for six months, without treatment during 
the last three months. The result of examination of the spinal fluid 
was negative six months after admission. 

In a case of syphilitic hydrarthrosis of one knee in which the exami- 
nation of the spinal fluid was negative the Wassermann reaction of the 
blood became negative in forty-seven days and remained so for six 
months under continued treatment. ; 

In 1 of 4 cases of cardiovascular syphilis (aortitis, beginning 
aneurysm and advanced myocardial degeneration) reversal of short 
duration to a negative reaction of the blood serum was observed after 
prolonged treatment. In 3 cases the reaction was not influenced. 


EXAMINATION OF THE SPINAL FLUID 


The spinal fluid was examined in 50 of 54 cases of early syphilis, 
and in 22 the examination was repeated one or more times. 

The findings in the spinal fluid were negative in 5 of 6 cases of pri- 
mary lesions in which the reaction of the blood serum was negative—in 3 
at the time of admission after which no examination was made, in 1 
three months after admission and in another after a period of ten 
months following two months of treatment. The spinal fluid was not 
examined in 1 case in which the Wassermann reaction of the blood 
was negative during ten months. 

In the case of 2 of 8 patients with primary lesions and positive reac- 
tions of the blood serum, the spinal fluid was not examined ; the findings 
were negative on admission in 5 and positive in 1 at the first examination 
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nine months after treatment began. This patient had received short 
courses of treatment with lapses of one and four months between courses. 
In 3 of the 5 cases in which the examination of the spinal fluid was nega- 
tive on admission reexamination was made with negative results after 
five, six and nine months, respectively. 

In 40 cases of cutaneous and mucosal lesions of early syphilis the 
findings in the spinal fluid were positive in 4 and negative in 32 at the 
time of admission, and they were negative in 3 others at thé first exami- 
nation, five, seven and ten months, respectively, after treatment was 
started. The fluid of 1 patient was not examined. 

In 1 of the 4 cases in which the findings were positive treatment was 
discontinued by the patient, and in 3 reexamination was made after 
three, seven and twelve months, respectively. In 1 case the changes in 
the spinal fluid after one year were interpreted as indeterminately posi- 
tive. (The Wassermann reaction was negative in all titrations; the 
globulin test gave a faintly positive reaction; 2 cells were present, and 
the colloidal gold curve was 1222100000.) In 2 other cases, in which 
examination was made after three and seven months, respectively, the 
findings were negative. The patients were asymptomatic, and neurologic 
examination gave negative results. The significance of these observa- 
tions is not determined. 

In 15 of the 32 cases in which the findings in the spinal fluid were 
negative on admission reexamination was made. In 4 instances they 
were positive four, seven, nine and thirteen months, respectively, after 
the first examination. 

In one case the findings in the spinal fluid were positive six weeks 
after the patient had received a severe blow on the head and four months 
after treatment was begun. 

One patient, with a papulopustular eruption, had received 600 mg. 
of mapharsen in thirty-three days, and after a lapse in treatment of 
seven months the findings in the spinal fluid were negative. He then 
received 520 mg. in twenty-five days, and after another lapse in treat- 
ment of five months examination of the spinal fluid gave abnormal 
results. 

Another patient had been under treatment for four months, and after 
a lapse in treatment of three months reexamination of the spinal fluid 
gave abnormal findings. 

The fourth patient had been given intensive treatment with large 
doses of mapharsen, because of the recurrence of cutaneous and mucosal 
lesions, and the findings in the spinal fluid were positive nine months 
after admission. 

The findings in the spinal fluid were negative in 11 of the 15 cases 
when reexamination was made after four, seven (4 cases), nine, ten 
(2 cases), twelve, thirteen and eighteen months, respectively. 
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Of 3 cases in which the findings in the spinal fluid were negative 
at the first examination, five, seven and ten months, respectively, after 
the beginning of treatment, they were negative on reexamination in 1 
case fifteen months after admission. 

The examinations of the spinal fluid made thus far on 23 patients 
of the group of those with late syphilis and heredosyphilis do not provide 
information of use at present, because too few patients have been 
reexamined. 

HERXHEIMER REACTIONS 

The Herxheimer reaction was observed only in cases of early syphilis ; 
it occurred most often in from two to three hours after injection, occa- 
sionally after four, and it lasted for from one to three hours, seldom 
for four. It was manifested by definite accentuation of the visible lesions 
in more than half the cases and was frequently accompanied by an 
increase in temperature and occasionally by chills. The reaction after 
injection of mapharsen usually was more marked and more abrupt in 
onset than that seen after the use of arsphenamines. Its intensity was 
reduced, as a rule, in approximate proportion to the amount of maphar- 
sen given in the first dose, as in the case of other arsenical preparations. 

Initial doses of 25, 30 or 40 mg. given to 22 patients with profuse 
secondary eruptions were followed by systemic reaction in only 6. One 
of these patients had mild headache and moderate abdominal pain; 4, 
slight transitory increase in temperature, and 1, with papulopustular 
eruption, elevation of temperature to 104 F., beginning three hours after 
the injection and lasting two hours without other symptoms. 

Twenty-two patients with early syphilis, including several with pri- 
mary lesions, were given 60 mg. for the first injection. Nine patients 
had no reaction; 6, mild headache, diarrhea or slight muscular pains, 
and 1, an increase in temperature of 2 F. Chills of moderate severity, 
lasting an hour or less, occurred in 5 cases and were severe in 1. The 
chills were associated with a temperature varying from 100 to 103.4 F., 
with headache in 2 cases, abdominal pain in 1 and nausea or mild vomit- 
ing in 4. 

An initial dose of 80 mg. given to 1 patient with a primary lesion 
was followed by only a focal reaction. 

Two patients with primary lesions were given 100 mg. in the first 
dose; 1 had a slight chill after two hours and vomited twice; the other 
had mild headache only after six hours. 

Two patients with primary lesions were given 120 mg. in the first 
injection; 1 had mild salivation, headache and diarrhea and vomited 
twice in a period of two hours, and the other had mild emesis and 
diarrhea. 

The Herxheimer reaction did aot occur in any case of late syphilis, 
with or without visible lesions, after a first dose of from 30 to 60 mg. 
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Treatment with mapharsen was started with doses of 20 and 25 mg. 
for the patients with aortitis, and no reaction was observed. 

In our experience thus far, the Herxheimer reactions after doses 
of from 25 to 40 mg. have been chiefly of such mild and transitory 
nature as to be practically negligible. After larger doses and especially 
after those of 60 mg., some reactions have been brisk, with fever and 
chills. The Herxheimer reaction was severe in 1 case, that of a patient 
with a primary lesion, in whom a dose of 60 mg. was followed by severe 
chills and an increase in temperature to 103 F. during two hours, accom- 
panied by general weakness lasting for an hour and responding promptly 
to epinephrine. 

TOXIC REACTIONS 

The toxic effects of arsenical preparations as used in the treatment 
of syphilis are usually classified as immediate and delayed reactions. 
The immediate reactions comprise mild or severe nitritoid reactions, 
gastro-intestinal disturbances, abdominal pain, slight cutaneous erup- 
tions, pruritus, headache, weakness or collapse and other less common 
effects. Delayed toxic reactions include such conditions as exfoliative 
or crustaceous dermatitis, hepatic and renal effects, neuritis, purpura, 
hemorrhagic encephalitis and ocular damage. 

Although this report is based on observations in 80 cases, our experi- 
ence with mapharsen included as a whole 151 patients treated for syphilis 
with a total of 3,474 injections. In this larger group we have thus far 
observed only the usual reactions of the immediate type, except the 
nitritoid reactions, of which we have not encountered a single instance, 
and none of the major or delayed reactions, except jaundice and accen- 
tuation of renal impairment. 

The toxic reactions recorded are those observed for 80 patients, 
who received an average total amount of 1,490 mg. of mapharsen in 
average doses of 56.28 mg., given in a total of 2,117 injections, or an 
average of 26.46 injections for each patient. 

The largest amount given to a man was 2,955 mg.; this was given 
in 46 injections of an average dose of 64.24 mg. during a period of 
fifty weeks. The largest amount given to a woman was 3,155 mg.; 
this was given in 64 injections of an average dose of 49.3 mg. during 
a period of sixty-four weeks. 

Thirty-six of 80 patients showed no reactions throughout the course 
of treatment and were given an average of 23.3 injections; 15 had 1 
reaction (with an average of 26 injections), and 9, 2 reactions (with 
an average of 21.33 injections). The one or two reactions shown by 
24 patients were all mild—headache, nausea, vomiting or diarrhea. 

After 2,117 injections the entire number of immediate reactions, 
mild and severe, was 131, or 1 reaction for 16.16 injections. 
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One hundred reactions were of a mild type and included : nausea (in 
33 instances), mild vomiting (in 36), diarrhea (in 18), headache (in 9) 
and weakness or vertigo (in 4). 

Thirty-one reactions were of the severe type, or 1 reaction for 68.3 
injections. They included severe vomiting (in 2 instances), abdominal 
pain (in 3), headache (in 4), lacrimation (in 4), salivation (in 5), 
pruritis (in 11) and erythema (in 2). One half of the number of 
severe types of immediate reaction were observed after the first injection 
and were not associated with large initial doses. 

Of the immediate reactions, both mild and severe, 30.5 per cent 
followed the first injection, 6 per cent the second and 6 per cent the 
third ; 52 per cent were observed after the first 5 injections ; 19 per cent 
followed the sixth to the tenth injection, 10.7 per cent, the eleventh to 
the fifteenth and 10 per cent the sixteenth to the twentieth. 

Of 52 toxic reactions occurring after the sixth to the twentieth injec- 
tion, 50 were mild gastro-intestinal disturbances, and 2 were recorded 
as severe headache and vomiting. 

Considerable individual variation in tolerance appears to exist, as 
shown by the response to single doses, to repeated large doses and to 
a large total amount. It was repeatedly observed that certain persons, 
chiefly women, did not always tolerate doses of 60 mg., as shown usually 
by mild emesis or nausea after some of the injections, but that they 
tolerated doses of 50 and 40 mg. without reaction. Several patients who 
were repeatedly given large doses in a short period, e. g., 80 mg. twice 
a week for sixty days and 80 mg. twice a week for five weeks, did not 
show evidence of intolerance. A number tolerated a large total amount 
without toxic reaction, as in the case of a woman, aged 23, weighing 
85 pounds (38.6 Kg.) on admission, who had received 3,155 mg. in 
average doses of 49.3 mg. during a period of sixty-four weeks, and in 
that of a second woman, aged 26, weighing 135 pounds (61.2 Kg.), 
who had received 3,000 mg. in average doses of 58.8 mg. during forty- 
four weeks. 

It should be stated here that we do not recommend that such large 
individual doses or such a large total amount should be given, nor do 
we now consider such a dosage necessary in the therapeutic management 
of early or late syphilis with mapharsen. The design of such a dosage 
has been the attempt to determine the limits of tolerance within which 
therapeutic effectiveness resides, which we believe to be required in an 
investigation of this kind. As a result of our experience, we believe that 
the dose of 60 mg., as ordinarily used thus far, is in excess of that 
required to secure an equal therapeutic effect, and that with reduced 
dosage a corresponding decrease in toxic possibilities is to be expected. 
We think there is reason to believe that, aside from purely toxic effects, 
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excessive doses of chemotherapeutic drugs can frustrate the object of 
therapy in other ways. 

We have thus far not found it necessary to discontinue the use of 
mapharsen because of intolerance, except for patients with complicating 
conditions, such as nephritis, that forbid or restrict its use and for those 
in whom delayed toxic manifestations, such as hepatitis and jaundice 
developed. Reduction in dosage was required in a number of cases before 
reactions of a minor type ceased, though treatment was not interrupted. 

Treatment was intermitted, however, for one or two weeks in a 
number of cases when erythema, pruritus, repeated mild emesis or an 
increase in the urea nitrogen content of the blood appeared to require 
greater caution. In such instances treatment was resumed usually with 
smaller doses, which were increased later as conditions determined. The 
cautious attitude that leads ordinarily to cessation of treatment with 
arsenicals on the appearance of certain minor toxic effects which might 
well be the forerunners of serious toxic disorders could not, we believe, 
be rigidly maintained if we were to obtain information necessary for 
establishing limits of tolerance. In certain instances, therefore, treatment 
was continued in the presence of presumably minor toxic effects, with- 
out ill effects being observed later. 

Although exfoliative dermatitis has not been observed thus far in 
the cases in which treatment with mapharsen was given, the drug can 
bring on recurrence of exfoliative dermatitis, as was shown in 1 instance 
of the purposely tentative use of the drug in a single small dose. 

Among the immediate toxic reactions due to arsenical compounds 
administered intravenously, the nitritoid reactions or crises are promi- 
nent, largely because of the alarming clinical features presented at times 
by sharp or severe reactions. Though severe reactions occur with relative 
infrequency, minor forms of the reaction are not uncommon and are 
disturbing by-effects of treatment. The complete absence thus far of 
nitritoid reactions in arsenical therapy with mapharsen, therefore, is 
striking. This observation has been of especial interest to us in that 
it fulfils the prediction made by Dr. Tatum that reactions of the nitritoid 
type would not occur with mapharsen because of the chemical structure 
of the drug. The elimination of nitritoid reactions is an important 
advance in the arsenical therapy of syphilis. 

As immediate reactions apparently peculiar to mapharsen, we have 
observed mild lacrimation and from slight to profuse salivation in 4 
cases. These reactions followed only the first injection in 3 cases, and 
in 1 they followed only the first injection of three short courses of 
treatment with lapses of five and seven months between courses. Two 
patients reacted with salivation; 1, with lacrimation, and 1, with com- 
bined lacrimation and salivation. The reactions began in from fifteen 
minutes to three hours after injection and continued during from two 
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to four hours, and they were annoying rather than a distressing condi- 
tion. No reports have come to us that other investigators have yet 
observed these reactions. 

They do not appear to be effects of the Herxheimer reaction, although 
they occur in association with it after the initial injection; they may 
perhaps be interpreted as pharmacologic and as reactions arising from 
temporary hypersensitiveness associated with excretion. 

Pruritus of a mild type was observed in 5 cases, in which it appeared 
after the first, second, third, sixteenth and twenty-fifth injections, respec- 
tively. It lasted for from one to three days in 4 cases, and in 1 instance 
it continued with gradually decreasing intensity during three weeks. 

Toxic erythema was observed in 2 cases, in both of which the patients 
were alcoholic, and it disappeared in ten hours and three days, 
respectively. 

Abdominal pain of moderate severity was observed after the first 
injection in 2 cases, in 1 of which it recurred severely after the second 
injection. It was associated with emesis, chills and slight fever in 1 case 
and with mild emesis and headache in the case of the severe attack. 
The pain and other symptoms began two hours after injection and dis- 
appeared within three hours. 

Toxic erythema and severe abdominal pain appeared to us to be 
definite indications for the interruption of treatment, which was resumed 
after an interval of one week. 

Two patients reacted with severe emesis after the fourteenth and 
the twenty-seventh injection, respectively. Severe headache was observed 
three times after the first injection in association with the Herxheimer 
reaction, and once after the eighteenth. 

Of the various disorders belonging to the delayed type of toxic reac- 
tion, we encountered jaundice in 4 cases and renal impairment in 4 
others. 

HEPATIC AND RENAL EFFECTS 

Jaundice developed in 4 patients (5 per cent). Three had received 
mapharsen only, and 1, arsphenamines, mercuric salicylate and bismuth 
subsalicylate during a period of twelve months and had had no treat- 
ment during the six months preceding treatment with mapharsen. 

In the last-mentioned patient, chosen for treatment with mapharsen 
because the serum was Wassermann-fast, the most pronounced jaundice 
present in the 4 developed after he had received 2,460 mg. in 41 
injections during eight months. The course pursued was mild; 
jaundice was present for ten weeks; the liver was enlarged but 
not tender, and after four months it was no longer palpable. 
The icterus index was 153 eighteen days after jaundice was first 
observed, and it decreased progressively to 7.8 in nine weeks. 
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The amount of arsenic excreted in the urine was 0.04 mg. per 
hundred cubic centimeters for twenty-four hours, twenty-one days after 
the last injection; tests for arsenic thirty-one days later gave negative 
results and after an additional period of thirty-five days, only a trace. 

Jaundice developed during treatment in a second patient after 
2,370 mg. of mapharsen had been given in the course of six months. 
The scleras alone were icteric ; the liver was not enlarged ; five days after 
jaundice appeared the excretion of bromsulphalein was 75 per cent in 
thirty minutes and 100 per cent twelve days later. The jaundice disap- 
peared in twenty-three days, and the icterus index was 9.4 five weeks 
later. Tests for the excretion of arsenic in the urine for a period of 
twenty-four hours gave negative results four weeks after the last 
injection. 

The third patient had a history of repeated mild attacks during sev- 
eral years that suggested cholecystitis. He was given 1,500 mg. of 
mapharsen in 25 injections during three months, without signs of intoler- 
ance, and mild jaundice developed six weeks after the last injection. 
The icterus index was 9.4, and tests for the excretion of arsenic in 
the urine for a period of twenty-four hours gave negative results three 
weeks before the onset of jaundice. The liver was slightly enlarged, 
and five days after jaundice was observed the bromsulphalein test showed 
retention of 80 per cent after thirty minutes. Jaundice disappeared in 
three weeks, at which time the icterus index was 11.1; seven weeks later 
it was 6.1. The amount of arsenic excreted in the urine for a period 
of twenty-four hours, determined one week after the onset of jaundice 
and seven weeks after the last injection, was 0.024 mg. per hundred 
cubic centimeters. 

The fourth patient had received 625 mg. of mapharsen in nine weeks, 
and after a lapse in treatment of almost six months he was given 680 mg. 
in three months. Influenza with acute bronchitis and arthritis then devel- 
oped, and one week after the last injection of mapharsen mild diffuse 
jaundice was observed. The liver was slightly enlarged; the excretion 
of bromsulphalein was 60 per cent ; jaundice disappeared in forty days, 
and three weeks later the icterus index was 8. Tests for the excretion 
of arsenic in the urine for twenty-four hours gave negative results seven 
weeks after the last injection. 

Mapharsen was given seven days after jaundice had disappeared in 
a single dose of 30 mg. to the second patient and in 3 doses of 50, 60 
and 60 mg. in two weeks to the fourth patient, without reaction or return 
of jaundice. 

In the first case we can at this time ascribe no cause for the jaundice 
other than the effect, perhaps cumulative, of mapharsen. In the second 
case the mildness of the attack may indicate catarrhal jaundice, though 
a cumulative arsenical effect seems more probable. In the third case, in 
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which the history suggested cholecystitis, the storage of arsenic is shown 
by the results of tests for the excretion of arsenic in the urine. In the 
fourth case the history of jaundice in the course of an acute systemic 
infection (influenza) with arthritis and the small amount of drug 
received suggest that mapharsen may have played only an incidental 
part, if any, in the production of the hepatitis. 

During the entire period of treatment preceding the appearance of 
jaundice, no intolerance to mapharsen was shown by the first three 
patients at any time. The fourth patient had abdominal pain after the 
first 2 doses, occasionally was nauseated or vomited after injections of 
60 mg. and tolerated doses of 40 and 50 mg. without reaction. 

In 4 cases laboratory evidence of impairment of renal function was 
found, with a history of alcoholism and preexisting nephritis in 1 case 
and of alcoholism in 2 cases. While it was not shown in any instance 
that mapharsen alone was responsible for renal irritation, therapy was 
discontinued in 3 cases. In the fourth case, because of need for active 
treatment, mapharsen was continued in reduced dosage. 

In 3 of the cases the evidence for renal inefficiency rested only on 
the results of special laboratory procedures employed for all the 80 
patients under study, and it would have escaped recognition by the usual 
examinations made as a routine when one is conducting treatment with 
arsenicals. The early increase in the amount of nitrogenous elements 
in the blood and the reduced ability of the kidneys in effecting urea 
clearance, as observed in 2 cases with no abnormal chemical and micro- 
scopic observations in the urine, when considered in association with the 
relatively small amount of mapharsen received, were taken as indications 
of an old renal disorder reactivated by the disease and the action of the 
drug, or possibly by the action of the drug alone. In 1 of the cases there 
appeared to be a direct relation between administration of the drug and 
the urea clearance. 

In a third case in which there were no abnormal findings in the urine, 
similar changes in the blood chemistry and reduced urea clearance fol- 
lowed a massive initial dose of 190 mg. given in seventy-two hours and 
a total amount of 350 mg. in eighteen days. The patient later disclosed 
a history of chronic alcoholism and of the diagnosis of nephritis four 
years before. Tests for the excretion of arsenic in a twenty-four hour 
specimen of urine showed a trace four weeks after the last injection. 
The patient remained clinically well during more than six months of 
observation. 

Tests on a patient presenting secondary eruption and a history of 
chronic alcoholism and repeated attacks of tonsillitis showed a trace of 
albumin in the urine on admission, which increased in amount to as 
high as 1.5 Gm. per thousand cubic centimeters, and no casts or red blood 
cells during the first twelve days of treatment with mapharsen. With 
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continued treatment a gradual decrease in the amount of albumin was 
observed until its disappearance eleven days later, after which the find- 
ings in the urine were negative for ten months. The findings early in 
the course of treatment were interpreted as those of syphilitic nephritis 
with a renal Herxheimer reaction after treatment. However, the sub- 
sequent gradual increase in the amount of nitrogenous elements in the 
blood and the diminished urea clearance seemed to indicate that preexist- 
ing nephritis was activated by the disease and the drug, or by the drug 
alone. The test for the excretion of arsenic in the urine for a period 
of twenty-four hours showed a trace eighty-one days after the last 
injection. 

Of the other forms of delayed toxic effect that follow the use of 
arsenicals, exfoliative or crustaceous dermatitis has not been observed 
thus far in any case in our series. 

Four cases of localized mild dermatitis and 1 instance of a more 
extensive condition, perhaps becoming exfoliative, have been reported to 
us from one clinic, in which during eight months more than 2,000 
patients were given 20,512 injections of mapharsen in combination with 
mercuric salicylate. The patient with the more extensive dermatitis had 
previously been treated with other arsenicals, mercury and bismuth. 

Ocular damage due to mapharsen likewise has not been encountered 
thus far. The visual fields and eyegrounds of all the patients were exam- 
ined by ophthalmologists of experience before or soon after treatment 
with mapharsen was begun. Reexaminations were made at intervals 
without disclosing evidence of an injurious effect on any patient.* 

In 2 women nonsyphilitic acute uveitis developed, in 1 during the 
progress of mapharsen therapy after injury of the eye by compound 
solution of cresol, and in the other nine weeks after 900 mg. of maphar- 
sen had been given. Dr. Neff considered that the condition was due to 
focal infection and that it was not arsenical or syphilitic in origin. 


EFFECT OF MAPHARSEN IN PREGNANCY 


Two patients with positive Wassermann reactions, pregnant for five 
and seven months, respectively, were treated with mapharsen. 

Physical examination gave essentially negative results for both 
patients, and laboratory findings before and during treatment were 
always within normal limits. 

One patient, aged 14, without evidence of heredosyphilis, was in the 
fifth month of pregnancy. She was given 30 mg. of mapharsen twice 
a week for 15 doses and 40 mg. twice a week for 14 doses, or 1,010 mg. 
in one hundred and fifteen days, without toxic reaction. The Wasser- 


3. Dr. E. E. Neff of the University of Wisconsin Medical School and 
Dr. F. H. Haessler of Milwaukee assisted in this investigation. 
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mann reaction became negative in one hundred and nine days. Ten days 
after therapy was concluded the patient was delivered at another hospital 
of a full term, apparently normal infant. Gross examination of the pla- 
centa and cord showed nothing abnormal ; no Wassermann test was made 
of the blood of the infant or cord. The infant showed slight jaundice 
shortly after birth, lost weight steadily, refused to be fed and died on 
the fourteenth day. An autopsy was not done, and the cause of death 
was reported as marasmus with possible abnormality of the gastro- 
intestinal tract. Seven weeks after delivery the Wassermann reaction 
of the blood and the findings in the spinal fluid were negative. 

The other patient, aged 25, was in the seventh month of pregnancy. 
She was given 420 mg. of mapharsen in eight weeks, in 6 injections of 
30 mg. and 6 of 40 mg., without toxic reaction. Three days after the 
last injection the patient was delivered at term of an apparently normal 
infant. The placenta was normal on gross examination ; the Wassermann 
reaction of the blood of the child was negative on the day after birth, 
and that of the mother was positive. The history of the patient and 
the infant after discharge from the hospital is unknown. 


TECHNICAL COMPLICATIONS 


Pain in the arm as high as the shoulder occurred at times during 
injection and appeared to be influenced in some cases by the rate of injec- 
tion; in others it is yet unexplained. 

Venous sclerosis has been observed several times, twice in Negroes. 
In the few instances of venous sclerosis that we have observed, it dis- 
appeared gradually, and the vein was restored to a condition which again 
permitted its use for later injections. Moist warm dressings were helpful 
in hastening the disappearance of sclerosis. 

Extravasation of solutions of mapharsen or perivascular leakage was 
followed by local inflammatory reaction, moderate in degree, associated 
with burning pain of moderate intensity. The local reaction subsided 
rapidly with the use of wet dressings and was not followed by nodular 
infiltration, abscess or necrosis in any of the few cases in which extrava- 
sation was observed. 


EXCRETION OF MAPHARSEN 


The excretion of mapharsen has been investigated by Dr. R. L. 
McIntosh and Mr. M. A. Gold both in normal persons and in patients 
with syphilis under mapharsen therapy. The results of the investigation 
are given in brief form. The full report will be published in due time. 


Excretion for Normal Persons.—Four normal persons were given 1 
injection each of 25 mg. of mapharsen, and the total urine and feces 
were collected for each period of twenty-four hours. In the first period 
from 20 to 36 per cent of the drug, as measured by the amount of arsenic 
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excreted, was recovered; during the second period, from 10 to 18 per 
cent more ; during the third period, from 7 to 10 per cent, and after this, 
gradually decreasing amounts, until by the sixth day the total amount 
excreted ranged from 64 to 78 per cent. Three of the patients were 
observed for eleven days, and the total amount excreted was from 85 
to 96 per cent. The ratio of the percentage of excretion in the urine 
to that in the feces was 1: 1.65. 


Excretion for Patients with Syphilis—Nine patients with syphilis 
were given injections of 60 mg. of mapharsen on an average of every 
four days during a period of several weeks. The excretion of the drug 
was measured, as before, by the amount of arsenic excreted. The elimi- 
nation for the first period of twenty-four hours ranged from 20 to 27 
per cent; for the second period, from 10 to 19 per cent; for the third 
period, from 5 to 10 per cent, and for the fourth, from 2 to 5 per cent. 
Thus, at the end of four days from 34 to 51 per cent of the drug was 
excreted. 


Excretion for Patients Given One Injection a Week.—Two patients 
with syphilis were given injections of 60 mg. of mapharsen every seven 
days during a period of several weeks. The percentage of excretion at 
the end of seven days was from 58 to 82. 


SUMMARY, 


The trivalent arsenical preparation meta-amino-para-hydroxyphenyl- 
arsine oxide, generally thought to be the most important effective cleavage 
product of the arsphenamines, has been reinvestigated in the treatment 
of experimental syphilis by Tatum and Cooper, who found that the 
therapeutic index and other properties appeared to provide a promising 
and safe basis for justification of its clinical investigation. The name 
mapharsen is the abbreviation of the full chemical term. 

It is a chemically assayable drug of definite constitution, with approxi- 
mately the same percentage of arsenical content as that of the arsphen- 
amines and with a smaller effective therapeutic dose, therefore requiring 
the introduction of much less arsenic. 

The drug is given intravenously, and the technic of its administration 
is as simple as that of neoarsphenamine. 

The observations reported were made in a clinical study of mapharsen 
on 80 patients with syphilis, exclusive of neurosyphilis, who were given 
2,117 injections of the drug; 67 were under treatment and observation 
for six months or longer, and 23 of these, for from twelve to eighteen 
months. 

To obtain an accurate appraisal of the drug, it was used alone in 
cases of garly syphilis and with some exceptions also in those of late 
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syphilis, and these observations present the effect of mapharsen unsup- 
ported by other therapy. 

Evidence of the pharmacologic action of the drug was shown promptly 
in all visible lesions. Spirochetes in open lesions disappeared on the 
average within twenty-four hours. Healing of visible lesions was rapid 
and was equal to that with arsphenamine. 

The Wassermann reaction of the blood serum was reversed to nega- 
tive in nearly all the cases of early syphilis. Return to a positive reaction 
occurred in one-half the cases, and was found to be associated in 5 cases 
with abnormal findings in the spinal fluid. 

Clinical relapse and return to positive serologic findings were observed 
most often after irregular or short periods of therapy during the first 
half year with long lapses in treatment. 

Nitritoid reactions do not occur. The immediate toxic reactions were 
chiefly mild gastro-intestinal disturbances. The drug was well tolerated 
by nearly all the patients in properly adjusted doses. 

Jaundice developed in 4 cases, and accentuation of renal impairment 
was observed in 4 others. 

Mapharsen is a potent antisyphilitic agent and possesses special 
properties that justify an extensive study of this drug for a period of 
years. 


208 East Wisconsin Avenue, Milwaukee. 


ABSTRACT OF DISCUSSION 


Dr. Harotp N. Core, Cleveland: Through the kindness of Dr. Foerster and 
Parke, Davis & Company, my associates and I have used mapharsen at our clinic 
in the Cleveland City Hospital for about a year. Just before I left home my 
assistant, Dr. Bruce Palmer, gave me data on the patients thus far treated. In 
contrast to the method of Dr. Foerster, we have used heavy metals between the 
courses of mapharsen. 

We have treated 97 patients, with a total of 1,007 injections. We give a 
course of 1,000 mg. and then place the patient under treatment with one of the 
heavy metals. As Dr. Foerster mentioned, a severe Herxheimer reaction occurs 
with mapharsen. It is intense, with an elevation of temperature to 104 or 105 F. 
but a rapid decline. In cases of primary infection in the early stage we have 
attempted to find out how quickly the organisms disappear after therapy. As 
a rule, they disappeared within twenty-one hours. This seems very rapid. In 
some cases the time was shorter and in some longer, but this was the average 
period. The results in cases of secondary and tertiary syphilis were good— 
certainly as good as with the arsphenamines. I prefer to be conservative in 
stating whether they were better. Time only can answer this. We had no 
relapses except among patients who discontinued treatment. One patient lapsed 
in treatment and was admitted with leptomeningitis, with a count of 110 cells. 
In the case of another patient, who allowed treatment to lapse for three and a 
half months, the reaction of the blood serum returned to positive. Another 
presented extensive mucocutaneous symptoms. 
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We have had no nitritoid reactions. Their absence is one of the striking 
things in the use of this drug. There are minor reactions, one of the most 
common being pain radiating up the arm, which lasts for several hours and then 
disappears. In contrast to what happens with the arsphenamines, an extravasa- 
tion of mapharsen at the site of injection disappears within a few days. As for 
major toxic symptoms, 1 patient had pruritus and generalized erythema. We 
changed to treatment with neoarsphenamine, and there were no further symp- 
toms. The results for 1 patient corresponded well to those Dr. Wile is about 
to describe in his paper. Malaria was induced in the patient twelve days after 
the last dose, and severe hepatitis developed, possibly in part of the arsenical 
type. One patient had generalized erythema, and after several injections of 
neoarsphenamine dermatitis developed. In 2 other patients, who had idiosyncrasy 
to mapharsen, erythema also developed. 

On the whole we have been well pleased with the action of this drug. 


Dr. JoHn H. Stokes, Philadelphia: Although I have had no experience 
with this drug I wish to commend the admirable conservatism and controlled 
completeness of this report. It is only too easy to see the best rather than the 
doubtful or the worst in a drug one is testing. Most drugs undergo a critical 
downward revision of estimates in the first two or three years of their use. It 
is, I believe, too much to expect the miraculous of any new derivative or modifi- 
cation of arsphenamine. What one apparently obtains is simply another 
arsphenamine, with a somewhat special virtue and a disadvantage or contra- 
indication. The occurrence of sharp Herxheimer effects, for example, with the 
use of mapharsen, should deserve special study because of possible ill effects on 
critical structures, such as the cardiovascular system, in cases of active syphilis. 
The precise rdle of an arsenical in syphilis, too, deserves and is receiving further 
study. In a review of the literature of the past ten years it is interesting to 
observe the trend away from conceptions of direct spirillicidal action and the 
gradual intrusion of the theory of a mediating mechanism, the reticulo-endothelial 
system, between drug and parasite. Storage of the arsenical and its gradual 
liberation, or that of its arsenoxide derivatives, for a period of months are also 
important, to be contrasted with the short sharp pushes of a directly acting 
drug of low dosage, which is perhaps more toxic and less likely to be stored. 
The rapidity and certainty of spirillicidal action of this new drug are virtues 
in themselves from the standpoint of public health. Minor reactions are impor- 
tant, too, in the behavior of a drug, and the nausea, vomiting, headache and pain 
in the arm, which seem of minor importance on paper, may be of major concern 
when it is a matter of holding the patient to treatment for the weeks and months 
essential for cure, as study of the causes of lapse and irregularity has shown. 
That treatment must not be incompatible with holding a job and with comfort 
and peace of mind has led to the exclusion of even lumbar puncture from the 
routine practice of the British Ministry of Health, because it tends to interfere 
with the first business of a procedure of treatment—so to commend itself to the 
patient that he will stick to it to a finish. It may, therefore, be wiser even to 
use a less efficient but reactionless drug for a longer time than a more efficient 
but disturbing preparation for a short period before lapse in treatment occurs. 
Such considerations as these deserve to be carefully weighed in the study of 
each new drug. 


Dr. Upo J. Wire, Ann Arbor: Through Dr. Foerster and his colleagues, 
my associates and I were able to test the action of mapharsen on a very small 
and selected group of patients, than which there is probably no more difficult in 
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the whole series, namely, the group with congenital syphilis. We made careful 
selection, choosing only the patients with severe manifestations, such as keratitis, 
and others who had open lesions of other sorts, so that clinical improvement, 
if any, could be evaluated. We used mapharsen solely, without background of 
the administration of a heavy metal. We were much impressed with the lack 
of untoward symptoms. I do not recall that any children had much of the pain 
in the arm that has been reported to have occurred in the group reported by 
Dr. Cole. A few complained of slight nausea and a few of a sensation of 
warmth. As reported by other investigators, there was complete absence of 
nitritoid reactions. The clinical results were comparable to the best that have 
been achieved with the other arsphenamines. The ocular lesions cleared as 
rapidly as could be expected and no more slowly than in cases of other severe 
types treated with other arsphenamines. The open lesions showed prompt heal- 
ing, particularly in 1 case in which they were present on the leg of a patient 
with congenital syphilis. 

I take precisely the same view that was expressed by Dr. Cole; i. e., that 
mapharsen is a drug which commends itself because it has low toxicity, because 
no bad results have been noted, as with other drugs, and because the clinical 
results have been at least equal to the effects observed with other preparations of 
arsphenamine. 

I think that mapharsen should be given over a long period to see whether 
it has advantages sufficient to justify its replacing the drugs now in use. I am 
not certain that this will happen, but certainly enough has been done to justify 
its continuance on an experimental basis. 


Dr. Kart G. Zwick, Cincinnati: My experience at the Jadassohn Clinic in 
Bern, Switzerland, at the time forerunners of arsphenamine were on trial, taught 
me that testing a new remedy constitutes both an opportunity and a responsi- 
bility. Drs. Foerster and their collaborators, as their report shows, have 
splendidly availed themselves of the opportunity and have conscientiously met 
the responsibility. 

Some questions which occurred to me have been answered by Dr. Wile and 
Dr. Cole, who also had an opportunity to try mapharsen. The structural for- 
mula, if I could visualize it sufficiently, probably serves as an explanation of 
the absence of nitritoid reactions. It would also, perhaps, answer my question 
whether one may attempt to give the new drug a trial as an alternate arsenical 
remedy for patients who do not tolerate the arsphenamines. 

I intended to inquire whether mapharsen causes the disappearance of spiro- 
chetes as rapidly as the arsphenamines, because this “bleaching” effect is, as 
Dr. Stokes stated, important from the point of view of public health. According 
to Dr. Cole, mapharsen seems to possess the necessary immediate sterilizing 
action on infectious superficial lesions. Is Dr. Foerster’s experience equally 
satisfying ? 

I wish to ask whether it is necessary to give preliminary courses of mercury 
or bismuth to avoid the Herxheimer reactions and the paradoxical therapeutic 
effects in cases of syphilitic involvement of the heart. 

I again congratulate Dr. Foerster on his contribution, which augurs well 
for the future of a remedy which, thanks to his efforts, is celebrating a renais- 
sance. 
Dr. Otto H. Foerster, Milwaukee: I wish to point out that in our investi- 
gation this drug has been used, tentatively as yet, in an attempt to determine 
its therapeutic possibilities and also to disclose its toxic limitations. We have 
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observed our patients closely and have limited the number to make the close 
control possible. The drug was given also to a large number in one clinic after 
preliminary investigation had shown that no immediate toxic effects of a severe 
type occurred. 

I think that perhaps too much emphasis has been placed on minor reactions. 
A careful study of all the reactions that occurred in our group showed that by 
far the largest number were of the immediate mild type. Most of these can 
be prevented if the patient is prepared beforehand, as should be done with any 
other arsenical drug, by avoiding the intake of food shortly before the drug is 
administered. The Herxheimer reaction is sharp in some instances, and I wish 
to point out that it is decreased proportionately with the decrease in the size 
of the initial dose. More than one half of our patients did not have Herxheimer 
reactions. We have given several as much as 120 mg. of mapharsen in the initial 
dose, which is more than twice that ordinarily used, without any reaction other 
than nausea that disappeared within an hour or two. None of these patients 
showed toxic effect then or subsequently. 

As to the other points brought out by Dr. Cole and Dr. Stokes—for example, 
the rapid spirocheticidal effect—we found no spirochetes in 8 primary lesions, 
of various stages so far as duration is concerned, on reexamination within twenty- 
four hours after a dose of 60 mg. had been given. In 1 case we were unable 
to find spirochetes in eight hours after a single dose of 60 mg. 

Pain radiating up the arm occurred in few of our patients. I wish to confirm 
what Dr. Cole has said, that extravasation of the solution of mapharsen into 
the tissues was not followed by local necrosis in any case. 

With reference to the grave possibilities attending severe Herxheimer reac- 
tions in cases of aneurysm or of late syphilis of any type, I can state that the 
use of mapharsen, beginning with small doses that were later increased, for 4 
patients with advanced myocardial disease and beginning aneurysm did not cause 
reactions and was well tolerated. 

I thank the members of the society for their discussion, and in closing I wish 
to state again that in this preliminary report we have endeavored to give an 
entirely objective presentation of the results of our investigation. 


I. EFFECT OF VARIATION OF RATIOS OF DEXTROSE 
TO PEPTONE ON COLONIES OF CERTAIN 
PATHOGENIC FUNGI 


JOHN 


W. WILLIAMS, M.D. 
CAMBRIDGE, MASS. 


In this paper I shall present a study of the gross morphologic vari- 
ations of a representative group of pathogenic fungi grown on mediums 
in which the percentages of Difco dextrose and Difco peptone, tryptone 
or proteose peptone have been varied. I shall also discuss certain 
features of mediums and their constituents on which I feel not enough 
stress has been placed in previous studies. 

In 1877 Grawitz! reviewed the subject of medical mycology and 
contributed observations of his own. Duclaux* and Feulard * added 
important information on this and related subjects. In 1887 Verujski * 
discussed different culture mediums and emphasized the importance of 
reaction, humidity and temperature. He described the nourishment of 
mycelia as taking place by capillarity (surface tension). He used both 
liquid and solid culture mediums. In 1921 Weidman and MacMillan * 
discussed at some length the relative value of American and French 
products for culture mediums. Later Weidman and Spring® and 
Hodges‘ reviewed the subject of mediums used in the cultivation of 
pathogenic fungi. Weidman and Spring discussed synthetic mediums 
and mediums the composition of which could be controlled but found 
none satisfactory. I studied the value of asparagine as a substitute 
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for peptone, but the results were not promising. I ° attempted also to 
use hair as a routine culture medium but met with technical difficulties. 
Difco products have been chosen in the present work since they are 
well standardized and nationally used and their further study is timely. 

In this paper I shall discuss the ideal culture medium for pathogenic 
fungi and variations of growth on a variety of mediums. Under 
series 1 I have listed observations on the growth on peptone and dex- 
trose mediums. In a later paper under series 2 I shall list observations 
on growth on peptone, proteose peptone and tryptone mediums and 
correlate the physical chemistry of the mediums used with the growths 
observed. 

The organisms studied in series 1 are the following pathogenic fungi 
and two nonpathogenic saprophytes, Lichtheimia sp. and Scopulariopsis 
brevicaulis: Achorion Schoenleinii, Acladium Castellani, Candida 
candida, Endodermophyton indicum, Endodermophyton tropicale, Endo- 
myces capsulatus, Endomyces dermatitidis, Epidermophyton cruris, 
Epidermophyton inguinale, Epidermophyton rubrum, Glenospora Gam- 
meli, Geotrichum Bachmann, Indiella americana, Microsporon Audouini, 
Microsporon felineum, Microsporon gypseum, Monosporium apio- 
spermum, Monilia albicans, Oospora humi, Sporotrichum schenckii, 
Trichophyton balcaneum, Trichophyton crateriforme, Trichophyton 
decalvans, Trichophyton granulosum, Trichophyton gypseum, Tricho- 
phyton gypseum-asteroides, Trichophyton gypseum-lacticolor, Tricho- 
phyton interdigitale, Trichophyton japonicum, Trichophyton louisianicum, 
Trichophyton niveum, Trichophyton purpureum, Trichophyton sulphur- 
eum and Willia anomala. 

In series 2 the same group of organisms was studied with the 
exception of Endodermophyton indicum, Epidermophyton rubrum, 
Trichophyton balcaneum, Trichophyton decalvans, Trichophyton gyp- 
seum, Trichophyton louisianicum and Trichophyton purpureum. 

The mediums used are designated by letters and numbers. A pep- 
tone medium of 1 per cent concentration is designated S; one of 
4 per cent, W; one of 6 per cent, M; one of 8 per cent, L, and one of 
12 per cent, R. When tryptone or proteose peptone was substituted 
for peptone, another letter of designation is given, with T for tryptone 
and P for proteose peptone. Thus, WT means a 4 per cent tryptone 
medium. The dextrose is designated by a number which is indicative 
of the percentage of dextrose in the medium: thus, W1 is a 4 per cent 
peptone, 1 per cent dextrose medium. In all instances 1.5 per cent 
standardized Difco agar was used, and the medium was made up in 
distilled water. The py was from 5.6 to 5.8. 


9. Williams, J. W.: Proc. Soc. Exper. Biol. & Med. 31:586 and 944, 1934; 
32:624, 1935. 
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The following characteristics of each colony were observed, especially 
since they were considered of prime importance in differentiation: radii, 
cratering, concentric bands, moats, umbilication, cupping, coloration, 
powderiness, sectoring and mycelialization. An estimate of the intensity 
of the foregoing changes was made. Mycelialization and sectoring were 
considered as contributing to saltation. A tabulation was made of the 
intensity and diameter of the growths when they were considered 
significantly different. Terms such as enameling, frosting, peaking 
(forming a peak), stubble mycelia and low mycelia (4¢ inch [0.16 cm. } 
or less) are used from a descriptive point of view in an effort to con- 
vey a more vivid picture. 


THE IDEAL CULTURE MEDIUM 


Most workers express the desire for the ideal synthetic medium but 
admit that in the absence of such a medium Sabouraud’s proof medium 
is by far the best. At present only one competitor appears, the method 
of culture in situ. By this method, originally used by Plaut,’° forgotten 
and recently revived by Davidson and Gregory," the infected hair is 
utilized as the medium and placed in a closed cell over a solution of 
an osmotic pressure which will keep the atmosphere a little less than 
saturated with moisture. This method may be feasible with selected 
organisms when suitable clinical specimens can be obtained, but it will 
not suffice to carry cultures. 

Since failure with synthetic mediums is obvious and since appli- 
cations of the in situ method are limited, I have employed peptone and 
dextrose in my study. In varying the percentages of these substances, 
factors such as surface tension, osmotic pressure, humidity, temperature, 
pu, constituents and method of preparation of the medium must be 
considered. 

Marshall*? has shown that surface tension is lowered when the 
concentration of peptone is increased but is little affected by the concen- 
tration of dextrose. For example, the surface tension of water is 
72.5 dynes, and that of 5 per cent peptone in aqueous solution, 
53.1 dynes. In 1910 Macallum ** stated: “Surface tension is the most 
powerful and most important of*all forces concerned in the life of ani- 
mal and vegetable cells.” This has not been disproved. 

Osmotic pressure is important not alone as a force in the organism 
and medium but also from the point of view of evaporation of moisture, 
since vapor pressure decreases with an increase in osmotic pressure. 


10. Plaut, H. C.: Centralbl. f. Bakt. (Abt. 1) 31:123, 1902. 

11. Davidson, A. M., and Gregory, P. H.: Canad. J. Research 10:373 (April) 
1934. 

12. Marshall, M. S.: J. Infect. Dis. 35:526, 1934. 

13. Macallum, A. B.: Science 32:449, 1910. 
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Since an increase in the boiling point and a decrease in the freezing 
point occur with an increase in the osmotic pressure, it is logical that 
organisms which grow best on a medium with increased molecular or ion 
concentration need greater osmotic tension in their cells and should be 
more resistant to heat and cold and have a wider range of temperature 
at which they can grow. It is obvious that in order to propagate, the 
organism must adapt itself and its growth to the osmotic tension of 
the medium. Disintegration of organismal cells at the growth-medium 
interface may increase the osmotic pressure and serve to draw fluid to 
this area, just as a solution of lysed red blood cells ‘* will show a much 
greater osmotic pressure than unlysed cells. 

Humidity and temperature are of importance in the evaporation of 
moisture. In the in situ cell Davidson and Gregory '! emphasized the 
necessity of keeping the atmosphere from 95 per cent (68 atmospheres 
at from 20 to 25 C.) to just short of saturation, since organisms imbibe 
moisture sufficiently only within this range. An associate and I *° have 
studied loss of weight in culture tubes resulting from evaporation of 
moisture of the medium with and without organismal growth. For the 
month of August there was almost 20 per cent loss of moisture and a 
like concentration of constituents in tubes of medium with and without 
organismal growth. On an average there was a slightly greater loss of 
weight in tubes with organismal growth. This does not indicate mois- 
ture absorbed from the atmosphere. One might even expect under 
certain conditions an increased dissipation of moisture due to active 
metabolism or increased surface. In the closed (in situ) cell the situ- 
ation is entirely different. Here organisms probably depend on con- 
densation of moisture at the point of departure of growth. If this point 
is well supplied with moisture the necessity for a nearly saturated 
atmosphere would be obviated. I believe that evidence is lacking that 
most pathogenic fungi take up moisture other than that at the growth- 
medium interface. I doubt that the mycelia serve this purpose to any 
marked extent. 

One need not refer to the classic work of Sabouraud,’® since he 
gave the medium now used widely and taught the method of making 
it and the growths one may expect on it. The variations in certain 
of these growths on a change of fy has been treated amply by Biltris.** 
Changes in py on autoclaving and the adjustment of py of Difco peptone 
were considered in detail by Bunker.’* 


14. Zollinger, R., and Gross, R. E.: Traumatic Subdural Hematoma, J. A. 


M. A. 103:245 (July 28) 1934. 
15. Williams, J. W., and Green, Leo: J. Lab. & Clin. Med., to be published. 


16. Sabouraud, R.: Les teignes, Paris, Masson & Cie, 1910. 
17. Biltris, R.: Ann. Inst. Pasteur 43:281, 1929. 
18. Bunker, J. W. M.: J. Bact. 4:379, 1919. 
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It is dangerous to neglect the consideration of constituents of the 
medium. For example, the addition of Difco standardized 1.5 per 
cent agar adjusted to py 5.6 may account for a numerical rise in 
pu of from 0.25 to 0.35. The medium then will support a very faint 
growth of many organisms. The importance of a standardized prepa- 
ration of peptone cannot be overemphasized. Lewis’ cited evidence 
of a change of reaction of peptone and carbohydrate and caramelization 
of carbohydrate on autoclaving, while Fulmer, Williams and Werkman *° 
found that autoclaving might aid in a reduction of substances which 
have an inhibitory action on certain organisms. Wright ** noted a sub- 
stance with an inhibitory effect on certain organisms in incompletely 
reduced (hydrolyzed) peptones and stated that this inhibitory effect 
might be induced on autoclaving. It is probable that substances of the 
heat-labile nature of urea, which will break down with an increased 
alkaline reaction and the liberation of ammonia at temperatures as low 
as 60 C., may easily serve to produce just such a result. In addition, 
substances might be present which would react with each other and 
result in a changed medium. 

In working with a carbohydrate-peptone medium one must consider 
the sparing effect of carbohydrate on peptone as emphasized by Kendall 
and his co-workers ** and later discussed by DeBord.** If sufficient 
carbohydrate is present to inhibit or prevent the development of proteo- 
lytic enzymes, a modification of growth morphology must be expected. 

The method of keeping the ingredients of a medium is important. 
Preparations of peptone before the days of standardization were known 
for the contaminating manner in which they were made and handled. 
Even today I sampled a freshly opened bottle of standardized peptone 
which yielded 420 organisms per milligram. These organisms were 
largely of a yeastlike and long bacillary variety. A higher count might 
result from repeated opening of the bottle and its storage in a humid 
atmosphere. It is logical that the bacterial flora might modify the 
ingredients and result in a changed product. I suggest that mediums 
be standardized and put up possibly in vacuum cans when prepared for 
special work in medical mycology. 

There is not sufficient emphasis placed on the time of preparation 
of the medium with reference to the time of planting. A medium loses 
moisture, and with the loss of moisture the ingredients are concentrated, 


19. Lewis, I. M.: J. Bact. 19:423, 1930. 
20. Fulmer, E. I.; Williams, A. L., and Werkman, C. H.: J. Bact. 21:299, 


1931. 

21. Wright, H. D.: J. Path. & Bact. 37:267, 1933; 32:203, 1929. 

22. Kendall, A. I.: J. Biol. Chem. 13:63, 1912. Kendall, A. I., and Walker, 
A. W.: J. Infect. Dis. 17:442, 1913. Kendall, A. I.: ibid. 30:211, 1922. 

23. DeBord, G. G.: J. Bact. 8:7, 1923. 
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especially at the surface. This change, however, does not usually greatly 
influence the growth morphology of pathogenic fungi.** 

For the past two years I have used a medium containing peptone 
4 per cent, dextrose 1 per cent and agar 1.5 per cent, adjusted to 
pu 5.6 to 5.8. The rationale of this medium is that it approaches some- 
what closer the ratio of constituents of the skin than the Sabouraud 
proof medium. In view of present knowledge it is probable that the 
concentrations of available carbon and nitrogen in the medium are 
slightly more than that of normal skin. This allowance is made since 
skin has a constant source of constituents, the blood, and the medium, 
once depleted, has no reserve to call on. There is considerable dis- 
crepancy in the values given for free dextrose of the skin.** It varies 
with the meal and the time after the meal. I have chosen 50 mg. per 
hundred grams as the normal value. Recently Urbach and Rejto *° cited 
another potential source of available carbon, “combined sugar.” Because 
of limited results in man, 450 mg. per hundred grams was chosen as 
the normal value. After a study of the work of Urbach and Sicher ** 
I have chosen the low value for nitrogen of 2 per cent peptone as 
possibly sufficient since it is four times the value of Sabouraud’s proof 
medium. Since the concentration of water in the skin is approxi- 
mately 64 per cent, and that of the medium 93.5 per cent, the actual 
concentrations in the skin and medium are of approximately the same 
order. I have tried to keep the py of my medium from 5.6 to 5.8, 
realizing that the tissues and blood of the body tend to maintain the 
same reaction. This may be a few tenths high, but areas where the skin 
is infected are usually protected from evaporation and show a slightly 
higher py than the normal skin.** This medium differs from skin in 
its lack of salt content, which will be considered in a later paper. 


VARIATION OF GROWTH ON VARIATION OF THE 
CULTURE MEDIUM 
In order better to appreciate variations which will be described, a 
short discussion of teatures which differ in Sabouraud’s proof medium 
(4 per cent sugar, 1 per cent peptone, 1.5 per cent agar), designated 
S4, and my routine medium (1 per cent dextrose, 4 per cent peptone, 
1.5 per cent agar), designated W1, will be given. 


24. Williams, J. W.: Proc. Soc. Exper. Biol. & Med. 32:918 (March) 1935. 

25. Urbach, E., and Sicher, G.: Arch. f. Dermat. u. Syph. 157:160, 1929. 
Rudy, A.: J. Lab. & Clin. Med. 19:254, 1934. Trimble, H. C., and Carey, B. W., 
Jr.: J. Biol. Chem. 90:655, 1931. 

26. Urbach, E., and Rejt6, K.: Arch. f. Dermt. u. Syph. 166:478, 1932. 

27. Urbach, E., and Sicher, G.: Ztschr. f. d. ges. exper. Med. 76:483, 1931. 

28. Levin, O. L., and Silvers, S. H.: Possible Explanation for the Localization 
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For convenience I consider the nourishment of organisms on culture 
mediums as occurring predominantly in the following manner: (1) by 
placentation, (2) by diffusion, (3) by intermediates—by both methods, 
(4) by reverse placentation, (5) by reverse intermediates—by diffusion 
and reverse placentation, and (6) by direct and reverse placentation. 

By placentation is meant an interchange of nourishment and waste 
products by a pad of apparently somewhat specialized growth. This 
form of interchange is seen in certain groups of organisms with aerial 
mycelia and is more common in growths on S4, where the surface 
tension and osmotic pressure are higher and the mycelia longer than in 
growths on W1. It is possible that the increased capillary pressure in 
mycelia resulting from the increased surface tension may be a factor 
in the increased length of the mycelia. The ability of material to rise 
in mycelia can be amply demonstrated *® by growing these organisms 
on a medium containing a small percentage of acid dye. The mycelia, at 
first white in many growths gradually become colored. A lower surface 
tension and osmotic pressure in W1 may account for the following 
appearance: low mycelia, matted mycelia and stubble mycelia (mycelia 
somewhat thick at the base similar to a one day growth of beard). 
It is possible that an osmotic pressure in the cell greater than that of 
the medium may account for an increase in thickness with a nipple 
type of growth. 

The term diffusion is applied to organisms which form colonies with 
the elements of the growth in closest possible apposition. Through this 
apposition nutriment can be diffused between the cells and be absorbed 
by them. As a result these growths are moist, closely applied to the 
surface of the medium and able to take up certain acid dyes almost 
immediately. On W1 there is a reversion, or a tendency to revert, to 
this type of growth. In this study I saw no striking examples of 
reversed placentation. Certain organisms in mediums *° with increased 
osmotic pressure and decreased surface tension or made with hydrolyzed 
hair, pig skin or cysteine hydrochloride show this type of growth 
to a marked degree. From a pad on the surface of the medium the 
mycelia project in a bushlike manner into the medium. Most writers 
have designated this type of growth subsurface mycelium. This feature 
may be of extreme importance in explaining the localization of certain 
organisms in the skin and the fact that these fungi are found infre- 
quently in the blood stream. High osmotic pressure of the skin due to 
diminished water and concentration of the constituents as compared with 
that of the blood may be a factor accountable for the retention of the 
organism on the skin. This may be important also with relation to 


29. Williams, J. W.: Proc. Soc. Exper. Biol. & Med. 31:1173 and 1174, 1934. 
Williams, J. W., and Green, Leo: ibid. 32:625, 1935. 
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dormant foci. Exposure of such a focus to water may cause swelling 
and decrease in osmotic pressure and may result in spread of the growth. 
The presence of the organisms shown experimentally in the blood of 
inoculated animals from one to two hours and from ten to eleven days 
(the acme of infection or full allergic response **) corresponds to 
periods when one might expect dilution of the tissues with serum with 
lowered osmotic pressure, dilatation of blood vessels and injury of the 
tissues. 

Information relating to the color of pathogenic fungi is largely lack- 
ing. There are apparently certain organisms which often take on color 
temporarily, others in which the color is inherent and still others in 
which the color is confined to the growth-medium interface. In the 
latter instance the color may remain localized or diffuse into the medium 
to a variable extent. This color, however, only occasionally, and then 
usually very slightly, mounts into a limited number of the aerial por- 
tions of the growth. An example of an often temporary type of pig- 
ment is that which occurs as a concentric light yellow band in the colony 
of Epidermophyton inguinale. This band is evident at about the time 
of the appearance of fruiting bodies (seventh day) and often gradually 
becomes a very light brown and disappears. The inherent type of pig- 
ment is present unless the medium is subjected to strenuous change or 
a substance which will inhibit or possibly produce very rapid growth 
is incorporated in the medium. One might assume that the pigment is 
linked with some substance of metabolic importance which when 
deprived of its color was not necessarily impaired or inactivated. The 
third type of color at the growth-medium interface is peculiar in that it 
usually appears after the growth is well started on S4 but not on W1. 
The color concerned is pink. Epidermophyton rubrum is an example 
of this group. Trichophyton japonicum, which develops brown pig- 
ment, usually produces it best under the reverse situation. Other 
organisms show a slight amount of color at the growth-medium inter- 
face, which does not vary in the two mediums. 

With reference to pigments one must consider that many of them 
may vary with the reaction of the medium. For example, the pink 
pigment of Epidermophyton rubrum becomes yellow with the addition of 
acid. Early in the growth of this organism on W1 medium there is 
a corrugated, waxy-yellow border which fades with age as though 
the reaction were changing slightly but not sufficiently to the alkaline 
to produce the deep port wine color so characteristic of the organism 
on S4. Even when the initial p on both mediums is 5.6, the port wine 


31. Sulzberger, M. B.: The Pathogenesis of Trichophytids, Arch. Dermat. & 
Syph. 14:891 (Dec.) 1928. Strickler, A.; Ozellers, E. A., and Zaletel, R. P.: 
Modern Interpretation of Mycotic Infections of the Feet and Hands, ibid. 25:1028 
(June) 1932. 
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color is developed only by the organism on S4. This can suggest only 
one thing, i. e., that the py is maintained at a more constant point in W1, 
since the port wine color of the alkaline side seen on S4 does not appear. 
Probably both the decrease in concentration of dextrose and the 
increase in concentration of peptone are important. In other words, the 
color may be an index of the susceptibility of the medium to reaction 
change and possibly of the suitability of the medium, since there is con- 
siderable variation in morphology in most instances with less pleo- 
morphism on W1 than on S4. These changes in color with a point 
at which color is not apparent make it necessary to add alkali and acid 
to the growths in order to determine the presence, absence or variation 
of color. In addition, the extent of diffusion of the color through 
the medium may be an index of the extent of acid or alkaline change 
in the medium. 

In a consideration of the variations in acid and alkali in growths 
of organisms one must bear in mind that W1 and S4 differ in other 
respects. The S4 medium has a higher osmotic pressure and surface 
tension than the W1 medium, and the growths on it in general have a 
greater tendency toward placentation. W1 has a lower surface tension 
and osmotic pressure than S4, and there is a greater tendency for the 
growths on it to show changes from placentation to diffusion. These 
variations may well be factors with reference not only to growth but 
also to the production of pigment. In any event, one must bear in 
mind that the color molecule (chromophore) when not apparent to the 
eye is not necessarily absent and may be brought out by acid or alkali. 


SERIES 1 


In this series a study of growth is reported on the following 1.5 per 
cent agar mediums: S4 (1 per cent peptone, + per cent dextrose), 
W1 (4 per cent peptone, 1 per cent dextrose), M.5 (6 per cent peptone, 
0.5 per cent dextrose), W.5 (4 per cent peptone, 0.5 per cent dextrose ) 
and W.1 (4 per cent peptone, 0.1 per cent dextrose). 

For convenience the organisms are divided into groups in accordance 
with marked variations in growth on the different mediums. This 
grouping, made for convenience only, is based on macroscopic appear- 
ances and is made regardless of present-day classifications. The groups 
are as follows: 


A. Growths with more pronounced color on S4 and with less, a 
different or no color on the other mediums—Achorion Schoenleinii, 
Epidermophyton cruris, Epidermophyton rubrum, Indiella americana, 
Microsporon felineum, Monosporium apiospermum, Trichophyton 
crateriforme, Trichophyton granulosum, Trichophyton gypseum- 
asteroides, Trichophyton gypseum-lacticolor, Trichophyton interdigitale, 
Trichophyton niveum, Trichophyton purpureum and Trichophyton 
sulphureum. 
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B. Growths with variable color on S4, M.5, W1, W.5 and W.1— 
Epidermophyton inguinale, Microsporon Audouini, Microsporon gyp- 
seum, Trichophyton gypseum, Trichophyton japonicum and _ Tricho- 
phyton louisianicum. 

C. Growths in which there was a tendency to more frosting (nourish- 
ment by diffusion) on M.5, W1, W.5 and W.1—Endomyces capsulatus. 
Endomyces dermatitidis and Glenospora Gammeli (Indiella americana 
and Monosporium apiospermum belong here as well as in group A). 


D. Growths with practically no aerial mycelium but with a thin 
sprinkling of powder over a wrinkled soft crustlike surface and with 
color on all mediums—Endodermophyton indicum and Endodermo- 
phyton tropicale. 

E. Growths of waxy type with a variation of development and color 
on the different mediums—Trichophyton baleaneum and Trichophyton 
decalvans. 

F. Miscellaneous organisms which showed differential features on 
the several mediums—Acladium Castellani, Candida candida, Monilia 
albicans and Sporotrichum Schenckii. 

G. Organisms which showed no marked constant change on the 
different mediums—Geotrichum Bachmann, Lichtheimia sp., Oospora 
humi, Scopulariopsis brevicaulis and Willia anomala. 


GROUP A 


Achorion Schoenleinti—On S4 there is an amber base with slightly colored 
medium; the growth is coarsely powdery and there is a tendency to radiation, with 
cupping centrally and puckering to the outside. A few small pleomorphic sectors 
develop, and there is a coarsely honeycombed effect centrally and the suggestion of 
enamel at the edge. On W1 the growth is white, finely powdery, dainty and thin, 
with a light amber base which is somewhat translucent and appears as though the 
individual elements were irregularly mortised together. On M.5 the growth is less 
characteristic, somewhat radiate and similar to that on W1 but with more mycelia 
and wet below the growth. When the concentration of dextrose is reduced (W.5 
and W.1) the growth remains characteristic but it loses the color of the base 
slightly. 

Epidermophyton Cruris——On S4 there is a buff to olive-green tint of the growth 
and the adjacent medium; a slight mounding centrally with a powdery and some- 
what low mycelium, some of which clings to the glass for a slight distance. On 
W.1 there is an amber-green tinted base, with radii, less (shorter and woolly) 
mycelium and a daintier white growth which shows light powderiness and is less 
extensive than that on S4. On M.5 the growth is slightly more irregular and 
radiate than that on the other mediums. When the concentration of dextrose 
is reduced (W.5 and W.1) the growth becomes slightly less extensive. 


Epidermophyton Rubrum.—On S4 both the medium and the base of the growth 
are a deep port wine color (an occasional area of olive-green shades into the port 
wine color); the growth is very pleomorphic, and where the mycelia stick to the 
glass the color extends along them. On W1 there is a faintly fawn-colored, downy, 
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low mycelial growth of the powder-puff type with an amber base and a narrow 
ribbed border devoid of mycelia colored yellow early in the growth but fading 
later. The border is well demarcated except above, where it shows short projec- 
tions into the medium superficially; the mycelial portion of the growth gives a 
suggestion of concentric rings. On M.5 there is a regular elongate mounding of 
mycelial growth centrally; the ribbed border is similar to that of the growth on 
W.1. The growths on W.5 and W.1 differ from that on W1 in that there is 
slightly less growth. 

Indiella Americana.—On S4 there is good differentiation, the color is light olive- 
green, and the medium is slightly darkened; there are about twenty fairly regular 
radii covered with a thin, low mycelium; the growth is translucent and _ finely 
cracked radially and centrally ; the growth is well demarcated with slight enameling 
at the edge. On WI the mycelium is white, filmlike and low and the base is 
amber; the radii are largely central when present and show fine cracking; there is 
a tendency to crater centrally ; the growth is not usually translucent, and there may 
be a suggestion of frosting below, with waxiness showing through. On M.5 there 
is a thin white filmlike mycelium with slight frosting below; the mycelium seems 
to cover a surface of small lumps; there is some transparency, and a few radii are 
seen. On W1 and S4 there is a doeskin type of growth. On W.5 and W.1 the 
growth is also good, but on W1 the growth is translucent and a waxiness shows 
through in some areas; the amber hue is not evident in the base. 


Microsporon Felineum.—On S4 the growth shows a slight caramel tint with 
browning of the base and is powdery and somewhat indented centrally. On W1 
the mycelium is faintly cream-colored, downy and patchy in areas; centrally there 
is a button of growth, at times with an outer rim, at times resembling the cervix 
of a uterus; the growth is slightly powdery. On M.5 the mycelium is compact and 


downy. Centrally there is a 2 cm. portion of growth which forms a button and 
looks as though it was cut out with a cooky-cutter; at the center of the button is 
a small knob of growth. On W.5 and W.1 there is decrease in growth and the 
culture is less characteristic than it is on the other mediums. 


Monosporium Apiospermum.—On S4 there is a filmy, white, low, mycelial 
growth with a black base, and where mycelia adhere to the glass there is a black 
coloration. On W1 the mycelium is white and filmy. On M.5 there is frosting 
of the surface, which is slightly rough, with an area of thin mycelial film centrally 
and bits of mycelial film on the remainder of the frosted surface. The black pig- 
ment is gradually lost on the W mediums, and on W.5 and W.1 the growths 
become coarser and more transparent, with less thick mycelium than that noted 
on the other W mediums. 


Trichophyton Crateriforme.—The color varies with the strain. Some show a 
light brindle powder with a similarly colored base on S4 and a pink-tinted powder 
on W1. Others show practically no variation in tint. On S4 the growth is coarsely 
folded, irregularly raised centrally, powdery and sunken at the edge to the plant, 
with a suggestion of enameling at the edge and often a pleomorphic mycelial sector. 
On WI1 the growth is daintier than that on S4, small and more finely wrinkled, 
even with a suggestion of small nodules, radiate with puckering. The growth is 
somewhat translucent, parchment-like and petal-like. On M.5 the growth is similar 
to that on W1. Color, if present, tends to disappear in growths on W.5 and W.1, 
and there is a tendency for the growth to show a pleomorphic sector, but in other 
areas it shows good differentiation. 

Trichophyton Granulosum.—On S4 the growth is a low, white mycelium, giving 
the faintest suggestion of pink, with slight sinking and umbilication of the plant 
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centrally ; there is a caramel-pink tinge at the base of the growth with portions 
showing a yellowish and pinkish hue. On W1 the growth is a white mycelium 
and appears thicker than that on S4 at times. In certain instances it takes on 
many irregular radii and loses the aerial mycelia, so that the surface is like doeskin; 
the base is deep amber and amber-pink centrally to strawberry, where there is some 
cratering and possibly a pleomorphic old central plant. On M.5 the growth is very 
white, the mycelium is compact and there is a suggestion of powderiness, or its 
characteristics may resemble those seen in the growth on W1. In W.5 and W.1 the 
growth becomes transparent and delicate, evenly radiate, and takes on a doeskin- 
like surface, as does the growth on W1 with only small areas of aerial mycelia. 
The growth loses color with a decrease of the concentration of dextrose. The 
growth on W.1 may show slight frosting at the edge. 

Trichophyton Gypseum-Asteroides—On S4 there is a tint of carmine brown 
at the base of the growth, in the adjacent medium and where the mycelia touch 
the glass; the remainder is a white mycelial mat. On W1 there is a slight crater- 
ing centrally with a small umbilication and the growth is a white, downy mycelium. 
On M.5 the growth is wrinkled and white with a powdery edge; there are central 
umbilication and a narrow rim of demarcated white frosting below. On W.5 and 
W.1 there is slightly less growth than on W1, and some frosting is noted at the 
edge, with apparently more powderiness but less amber color to the base. 


Trichophyton Gypseum-Lacticolor—On S4 there is a rose-colored powder and 
amber-pink base (at times a concentric pink band is apparent); at the center of 
the growth is an umbilication and to the outside a concentric depression; the myce- 
lium is low. On W1 the growth shows an umbilication centrally (sunken-platter 
effect), a soft, downy, low, white mycelium, an amber base and a faint tan tint. 
On M.5 the growth, of a crinkled parchment type, shows a few coarse granules 
and, below, slight powderiness. Growth is successively slightly less profuse on 
W.5 and W.1 and is white and powdery. 

Trichophyton Interdigitale——The growth does not usually show pigment. How- 
ever, On occasions there may be a suggestion of pink at the base. On S4 the 
growth is very pleomorphic, and the aerial white mycelia may show a faint pink 
tint; the base is amber. On W1 pleomorphism is much decreased, with some 
strains showing umbilication, powderiness and frosting at the edge with ribs in the 
frosted edge below, together with an irregularity of growth which suggests moats, 
umbilication and radii and a slight amber hue at the base. On W.5 and W.1 there 
is less pleomorphism, less growth and successively better umbilication than on W1. 


Trichophyton Niveum.—On S4 there is a faint tint of pink in the mycelial mat 
and an amber hue at the base of the growth. On W1 the growth is white with 
shorter mycelium than that in the growth on S4, and there are suggestions of 
radii, with the growth bulging between them and showing slight umbilication cen- 
trally with a suggestion of powderiness. On M.5 the mycelium is less thick than 
that in the growth on S4 and WI, and there are better developea radii, with crater- 
ing centrally. The characteristics of the growths on W.5 and W.1 show successively 
slightly better differentiation than those in W1° and more distinct radii, with cen- 
tral cratering and a narrow band of frosting at a well demarcated edge. 


Trichophyton Purpureum.—On S4 the growth shows a base varying from the 
color of port wine to brown, with a similarly colored medium; the mycelium is 
thicker in some areas and is white except where it is adherent to the glass, where 
it shows the color of port wine at the points of contact and in areas of the growth 
where there are tints varying from brown to pink. On W1 the growth is white, 
somewhat powdery, with some of the mycelia extending into the medium and just 
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under the surface of the medium at the border, where there is a suggestion of 
enameling. There are often 10 short radii from the central plant, between which 
the growth is rounded and pudgy, giving a powdered, doughy appearance. In other 
instances the growth is a nodular low mycelium, centrally bending, with a frosted 
border showing fine radii and appearing to be finely granular. In the early stages 
this border is often yellow but gradually fades; the growth is raised, and from 
below the fine ribs of the radii are seen. The growth on M.5 is not as typical as 
that on W1; it is more nodular but otherwise similar to that on W1 medium. The 
color of the border decreases in the growth on W.5 and W.1; the growths on these 
mediums are less extensive and less nodular, but otherwise they are similar to 
that on M.5, 

Trichophyton Sulphureum.—On S4 the growth is light brown and the medium 
is tinted; it is powdery, and centrally there is a crater in which the growth is 
irregular and cracked considerably. On W1 the growth is powdery and faintly 
cream-colored; it shows small nodules in areas and has indentations, especially 
centrally, where the folds are cracked; a tint of amber is imparted to the medium. 
On W.5 the growth is powdery, with eight short radii and slight cratering with 
cracking of the growth in the crater. On W.5 and W.1 the growth is successively 
less and slightly less characteristic than that on W1, with much subsurface myce- 
lium projecting from the outer edge of the surface growth. 


GROUP B 


The organisms in this group show a variable color on S4, M.5 and the W 
mediums. 

Epidermophyton Inguinale-—On S4 the growth shows a central, somewhat radi- 
ate, wrinkled, sunken portion; in some cultures there is a suggestion of a yellow 
band; the growth is white, powdery and partially pleomorphic. On W1 there are 
central umbilication and a light olive base (color is imparted to the medium); a 
faint yellow ring near the outer edge appears about the seventh day, gradually 
changes to a light brown and often disappears. The growth is wrinkled, radiate 
centrally and slightly lipped at the edge and seems slightly more powdery than that 
on S4.. There is an amber base. On M.5 the concentric yellow band is present near 
the edge; there is a tendency to lipping at the outside with three incomplete moats, 
and the central growth is folded on itself. On W.5 and W.1 the yellow band seems 
slightly more apparent, but the growth is slightly less characteristic than that on 
the other mediums. 

Microsporon Audouini.—This organism is of the thin mycelial type. On S4 the 
growth is somewhat thin and buff-tinted (in some cultures there is very little 
color) ; it is a furry and low mycelium with a suggestion of attempted formation of 
radii, a bit of powder, a slight sunken-platter effect in some cultures and a light 
amber base. On W1 the growth is buff-tinted, with about twelve radii, the fold 
between which suggests folded doeskin; there is a suggestion of powderiness, and 
the medium is dark amber. On M.5 there are more powderiness peripherally and 
a slightly more intense buff color, and the medium is more intensely colored than 
on S4 and W1; the growth is coarser, with about six radii, and is less character- 
istic. On W.5 and W.1 the color decreases, and the growth becomes less differen- 
tiated and is flatter and less profuse than that on the other mediums. 

Microsporon Gypseum.—All the mediums are colored amber, but M.5 more 
intensely and W.5 and W.1 successively less. On S4 there is a central white pleo- 
morphic growth; above and below the growth consists largely of a buff powder, 
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but there are gradations to pink and blue in areas. On W1 the growth is a buff 
powder with a few areas of scant white mycelia, and there are several shallow, 
concentric rings around a faint button with an umbilicated center. On M.5 are 
several radii and an irregular moat about an imperfect button; the growth is more 
irregular than that on W1 and the color is lighter. There is less color apparent 
in the growths on W.5 and W.1 than in the growths on other mediums. On all 
mediums the color seems somewhat variable, i. e., buff shading to pink and light 
blue. 

Trichophyton Gypseum.—On S4 the growth is white, low and pleomorphic. On 
WI1 the growth is more downy and slightly darker than that on S4; at its edges 
may be small nodular formations, some of which show frosting and some of which 
are covered with mycelium; umbilication and radii at the frosted edge are common; 
the base is light amber. In the growth on M.5 there is a tendency to lipping with 
very small nodules of a verrucous nature below, some of which are frosted and 
some of which are covered with a thin mycelium; there is a narrow rim of frosting 
below. A light buff tint is imparted to W1 and M.5. The growths on W.5 and 
W.1 are less pronounced and slightly more powdery than those on WI1 and S4. 
The growth on W1 is less characteristic than that on W.5, and its border is much 
more finely nodular. 

Trichophyion Japonicum.—The medium and growth are dark brown with M.5 
and lightest with S4 and W.1. On S4 the base of the growth is from light yellow 
to caramel brown, and the matted mycelial tufts are usually white or colored simi- 
larly. On W1 the loose mycelia are more uniformly distributed, more matted and 
not as thick as those in the growth on S4; they show some browning, and the 
medium is brown. On M.5 the mycelia are coarser and darker brown, and the 
medium is darker brown than in the growths on S4 and W1. As the sugar content 
is decreased (W.5 and W.1 mediums) the color disappears, the mycelia becomes 
scant and the growth is much diminished. 

Trichophyton Louisianicum.—M.5 is most intensely colored a buff brown and S4 
least intensely. On S4 the growth is a low, light yellow-buff mycelium. On W1 
the growth is buff-brown in some plants with radii from the center; the mycelia 
are somewhat sparse and appear to be wetted down in areas, and the base of the 
growth varies from buff-brown to yellowish. There are a suggestion of powderi- 
ness and a slight doeskin-like appearance to the growth. On M.5 there is a slight 
lipping around the central plant, the buff color being especially noticeable peripheral 
to the plant; the mycelia appear to be coarser than on S4 and W1. The growths 
on W.5 and W.1 show more frosting and are less characteristic than those on 
other mediums. The mycelia are a sparse fuzz grading into a frosted border in 
which the mycelia appear slightly below the surface. 


GROUP C 


The organisms in this group show a special tendency to frosting (diffusion) on 
M.5 and the W mediums. 

Endomyces Capsulatus—On S4 there is a low, white, soft, downy, faintly buff 
mycelium with the medium buff adjacent to the base. On W1 the mycelium appears 
to be wet and matted over much of the growth, giving a frosted, waxy, coarser 
appearance; there are usually sparse portions of the mycelial growth similar to that 
on S4. The color, buff, is apparently imparted to the medium. On M.5 the growth 
is similar to that on S4 and W1, except that the mycelium along the frosted edge is 
coarser and matted, appearing like spicules or stubble. As the concentration of 
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dextrose decreases (W.5 and W.1) there is less spicule-like mycelium and less 
growth. What mycelia there are seem to be finer. On W1 the mycelium may also 
show the spicules, while on S4 there may be small areas of waxy appearance. 


Endomyces Dermatitidis—On S4 there is a white mycelial growth, somewhat 
uneven, with a base and adjacent medium of a buff tint. On W1 the growth 
appears waxy, and there are areas of white mycelia, especially centrally; the 
mycelia appear coarser and more discrete than on S4. On M.5 the central third 
of the growth is white mycelium, and the remainder is frosted. On W.5 and W.1 
there are only a few tufts of white mycelium on a frosted surface. The mycelia 
of this growth do not become nearly as coarse as those of Endomyces capsulatus 
or Glenospora Gammeli. As the concentration of dextrose is decreased (W1) the 
mycelium covers most of the growth and is finer than that on other mediums, and 
in certain plants on this medium the white mycelium covers most of the plant. A 
buff hue is apparent at the base of all growths, but more especially in that on S4. 


Glenospdra Gammeli.—On S4 the growth is somewhat thin and slightly powdery, 
with a suggestion of buff tint to the mycelium and the base. On W.1 the growth 
is a whiter, softer mycelium than that on S4 and is sometimes frosted in areas 
and has an amber base. On M.5 the mycelium is slightly coarser than that on other 
mediums and is filmlike in areas and very white, covering about one-half the growth, 
the rest being frosted with bits of mycelial film here and there. There is not 
much change on the reduction of concentration of dextrose (W.5 and W.1) from 
the white mycelial growth on W1. 


GROUP D 


The organisms in this group have practically no aerial mycelium but have a thin 
sprinkling of powder over a wrinkled, soft crustlike surface and show color on all 


mediums. 


Endodermophyton Indicum.—The coloring of the base and adjacent medium is 
deep amber on S4, W1 and M.5. On S4 there is a 2 cm. growth, slightly wrinkled 
and radiate and slightly raised, which is powdery and in some plants has very low 
white mycelia, well demarcated and with a frosted, deep amber rim. The tree- 
like growths course superficially in the medium from the frosted edge; the color of 
the powder of the growth varies from white to amber. On W1 there are many 
shallow, fine radii coursing centrally to a slightly heaped up portion of finely 
irregular growth, and rootlike superficial growths course in the medium peripher- 
ally; the growth is buff-colored, smooth, soft and parchment-like and is lightly 
put uniformly sprinkled with a very fine powder. On M.5 the growth is irregular 
and more finely and irregularly folded and heaped up centrally than that on the 
mediums previously mentioned. Superficial rootlets extend in the medium peripher- 
ally. The growth is similar to that on W1 in other respects. By reduction of 
the concentration of dextrose (W.5 and W.1) the color is reduced, and the growth 
becomes more transparent and delicate but remains equally characteristic. 


Endodermophyton Tropicale—On S4 there is a slight cratering of the growth, 
which is irregularly folded, with about eight sunken radii and brown enameling 
at the well demarcated edge, from which the growth extends superficially in the 
medium. There are some submerged mycelia, and in some plants a light fawn- 
colored, powdery surface with an amber base is present, with mycelial pleomorphism 
here and there. In the growth on W1 the folding is finer, and the growth has 
more of a crinkled cream-puff character than the growth on S4; there is a light 
amber hue to the growth and the base. There are subsurface mycelia and a thin 
powder. On M.5 the growth is finely folded and slightly raised, with some sub- 
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surface mycelia. The growths are from 2 to 3 cm. in diameter and suggest crinkled 
parchment, the coarsest being that on S and the finest that on M.5. The growth 
on S4 is a light fawn color, the growths on the other mediums being light amber, 
On reduction of the concentration of dextrose the growth becomes less pigmented 
and decreases in amount. 


GROUP E 


The organisms of this group are waxy and show a variation of growth and 
intensity of color on the different mediums. 


Trichophyton Balcaneum.—On S4 there is a smooth, buff-colored, waxy growth 
with a slightly raised granular button (daisy center) with a diameter of 1 cm., 
from which about six short radii course peripherally to a smooth waxy growth 
which is well demarcated and sends short treelike projections superficially in the 
medium. On W1 the growth becomes slightly yellow, and from its waxy base 
short feltlike and waxy stubble-like mycelia project; there are treelike projections 
from the growth peripherally. On M.5 the growth appears to be rougher but 
otherwise similar to those on S4 and W1. The growth is thicker and more profuse 
on W1 and M.5 than on S4. The color and growth become less intense as the 
concentration of dextrose is reduced (W.5 and W.1). 


Trichophyton Decalvans—The color is a slight caramel in S4 but deeply 
browned in W1 and M.5. On S4 the growth is peaked or raised centrally, often 
like a rug grasped at its center and pulled from the floor, and there is an irregular 
moat at the edge of this; the growth is smooth, waxy, light gray and translucent, 
and the upper border is well demarcated, with a superficial growth in the medium 
which extends peripherally. On W1 the growth appears fawn-colored and finely 
granular (stubble mycelium), and the surface is slightly irregular. On M.5 the 
growth is slightly more granular, often with slight peaking centrally and short 
radii therefrom. As the concentration of dextrose is decreased (W.5 and W.1) the 
growth becomes less granular, less pigmented, sparser and smoother, especially 
peripherally. 

GROUP F 


The organisms in this group show differential features on the several mediums. 


Acladium Castellani—On S4 the growth varies in color from a dark grayish 
brown centrally to a gray border, the base is light brown and there is slight 
browning of the medium; the growth is heaped and irregularly radiate. On W1 
the radii are much shorter and finer than those of the growth on S4, and end in 
a daisy-head type of center which occupies one-third the diameter of the growth. 
The medium becomes darker brown than S4 and the growth is better defined with 
more regular radii than those on S4. On M.5 the daisy-head center with its very 
short stubble mycelium occupies about one-half the diameter of the growth; the 
radii are shallower than those of the growths on S4 and W1, and a narrow outer 
border is a lighter color. The medium becomes dark brown. As the concentration 
of dextrose is decreased (W.5 and W.1) the amount of the growth becomes less, 
but the color often darkens slightly. 


Candida Candida—On S4 medium the growth shows a lacelike folding cen- 
trally and is smooth and cream-colored. In the growth on W1 the periphery is 
finely radiate, with barely perceptible radiate mycelia; the central portion appears 
wetter than the rest and somewhat blotchy. Differentiation is lost on M.5. Growth 
becomes less profuse and characteristic as the concentration of dextrose (W.5 and 
W.1) is decreased. 
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Monilia Albicans—On $4 the growth is raised and of the appearance of 
scrambled eggs centrally and smooth to the outside with occasional radii. On W1 
the growth is irregularly radiate to the outside, with folding centrally. On M.5 
the growth is more finely radiate and granular centrally and appears wetter than 
on S4 and W1. The growth becomes less as the concentration of dextrose (W.5 
and W.1) is decreased, but it retains its identity well. 

Sporotrichum Schenckti—On S4 medium the growth is minutely lacelike and 
serrated centrally with radii to a smooth, waxy periphery; the edges are well 
demarcated. On W1 the radii are very fine, consisting of minute waxy spicules, 
and have the appearance of calcimine at the edge. On M.5 the growth is more 
waxy and finely radiate than that on S4 and W1. As the concentration of dextrose 
is decreased (W.5 and W.1) the radii first stand out better and then become less 
apparent, and growth becomes thin and sparse; the calcimine-like appearance at the 
edge is present. 

GROUP G 

The organisms in this group do not show marked constant change on the dif- 

ferent mediums. 


Geotrichum Bachmann.—The growth is smoother and more profuse on S4 and 
more splotchy on W1 and M.5. On W.5 and W.1 there is less growth. 


Lichtheimia sp.—The mycelia show a tendency to fill less and less of the diameter 
of the test tube on S4, W1 and M.5 successively. This same effect is noted on 
reduction of the concentration of dextrose (W.5 and W.1). 


Oospora Humi.—There is a thinner growth on M.5 than on the other mediums, 
and there is slightly less growth on reduction of the concentration of dextrose 
(W.5 and W.1). 

Scopulariopsis Brevicaulis—The color becomes slightly lighter successively in 
S4, W1 and M.5; a few small white mycelial tufts are present in the growth on 
S4, and there is a scant brown powdery mycelium in the growth on M.5. There is 
a slight tendency to peaking on M.5. Reduction of the sugar content (in W.5 and 
W.1) has little if any effect. 

Willia Anomala.—Small droplets of growth are present on the smooth surface 
of W1 and M.5; the growth is more profuse on W1 and slightly more raised on 
S4, where it is smooth. Growth seems very slightly less on W.5 and W.1 than on 
the other mediums. 

COMMENT 


In the table I have grouped the organisms according to the relative 
extensiveness of their growth and apparent excellence of relative 
morphologic differentiation. All growths were observed in the usual 
bacteriologic test tubes on 10 cc. of medium slanted at 25 degrees. The 
organisms were grown at room temperature in diffused light. The 
relative amount of growth has been estimated by the figures 1 to 5, 
with 5 indicating a growth which well covered the entire slant. Since 
the proportions and the ingredients used by Sabouraud have been those 
usually used in the study of pathogenic fungi, I have rated growths as 
they impressed me as to relative importance in differentiation, rating 
as 3 a growth showing very good differentiation and as 2 and 1 growths 
showing successively less differentiation. When rating with relation to 
relative differentiation seemed impossible, the space has been left blank. 
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In the table observations are noted for growths on the following 
mediums: S4, the medium with the proportions and ingredients used 
by Sabouraud (1 per cent peptone, 4 per cent dextrose); W1 (4 per 
cent peptone, 1 per cent dextrose); M.5 (6 per cent peptone, 0.5 per 
cent dextrose). 


The Organisms Grouped According to the Relative Extensiveness of Growth and 
Excellence of Morphologic Differentiation 


S4* Medium W1 Medium M.5 Medium 


Organism D 


Achorion 
Endodermophyton indicum................. 
Endodermophyton tropicale...............- 
Endomyces capsulatus. 
Endomyces dermatitidis..................... 
Epidermophyton 
Epidermophyton inguinale.................. 
Epidermophyton 
Geotrichum 
Microsporon 
Monosporium apiospermum................. 
Scopulariopsis brevicaulis................... 
Sporotrichum 
Trichophyton baleaneum...................- 
Trichophyton crateriforme.................. 
Trichophyton decalvans..................... 
Trichophyton granulosum.................. 
Trichophyton gypseum................ 
Trichophyton gypseum-asteroides. . 
Trichophyton gypseum-lacticolor. 
Trichophyton interdigitale.... 
Trichophyton japonicum... 

Trichophyton louisianicum.. 
Trichophyton niveum 
Trichophyton purpureum... “ 
Trichophyton sulphureum................... 


& 
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* S4 indicates the medium with the proportions used by Sabouraud (1 per cent peptone, 
4 per cent dextrose); W1, 4 per cent peptone, 1 per cent dextrose, and M.5, 6 per cent peptone, 
0.5 per cent dextrose. 

+ G means growth, which was estimated from 1 to 5, with 5 indicating a growth which 
well covered the entire slant. D means differentiation, with 3 indicating a growth which 
pear good differentiation and 2 and 1, growths which showed, successively, less differen- 
tiation. 


The table indicates that there was good growth on all mediums. 
The average indexes of growth (the sum of the values given under 
growth divided by the number of organisms) for the different mediums 
are as follows: S4, 3.94; W1, 3.88, and M.5, 3.72. These values vary 
little. This and the fact that each organism grows comparatively well 
on all mediums indicate that as far as growth is concerned each medium 
is suitable. 

Owing to lack of variation in differentiation by some organisms on 
the three mediums, it is more difficult to arrive at an accurate differ- 
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entiation index. It will be noted that differentiation values have been 
given for only twenty-five organisms. In order to get the index for the 
group I have therefore divided this sum by 25. The differentiation 
indexes for the growths on the different mediums are as follows: S4, 
1.92; W1, 2.4, and M.5, 1.72. It will be seen that as far as differ- 
entiation is concerned the growth on W1 is superior. In certain 
instances the growth on the other mediums are better. This variation 
suggests the advisability of using several mediums in the study of the 
gross morphology of these organisms. 

One feature which emphasizes the necessity of the use of more 
than one medium is the fact that color does not occur uniformly in the 
growths on all mediums. I mentioned previously that this might be 
due to increased alkalinity developed by virtue of the growth of the 
organism on S4. ‘The alkalinity is apparently important in bringing 
out to a varying extent the pinks and port wine colors seen in cultures 
of Epidermophyton rubrum, Trichophyton granulosum, Trichophyton 
gypseum-asteroides, Trichophyton gypseum-lacticolor, Trichophyton 
interdigitale and Trichophyton purpureum. On addition of tenth- 
normal hydrochloric acid this color can be made to change toward 
brown, a color which may often be seen mixed with the pink or port 
wine color in small areas of growth on S4. This change of color, in my 
experience, is not reversible, nor does tenth-normal sodium hydroxide 
seem to have any effect on the browns and ambers. These changes 
of color seem apparent only when the pink or port wine color is at the 
growth-medium interface or diffused in the medium. 

All the growths appeared within four days. In the description, 
eight week growths were considered representative of the type. At an 
earlier date an increased coarseness of mycelia on W1 and M.5, was 
noted in the colonies of Endomyces capsulatus, Glenospora Gammeli 
and Monosporium apiospermum. A darker tan tint was noted in 
younger colonies of Trichophyton crateriforme on W1 and M.5 and 
a yellowish-brown in colonies of Trichophyton gypseum-lacticolor on 
W1 and M.5. On S4 one strain of Trichophyton crateriforme developed 
a blue powder and areas of mycelialization which I felt represented 
contaminants. On subplants to W1 the characteristics of these growths 
reverted to those of the typical colony. I have excluded strains which 
lacked stability of colony morphology from the tabulations. 

The instances in which I have considered W1 and M.5 superior to 
S4 will be noted in the table. Study of the descriptions indicates that 
color is shown more intensely and more frequently in growths on S4 
than in those on other mediums. In evaluating differentiation I have 
considered the morphology of the colony of more importance than color 
in instances in which the colony showing color was more pleomorphic. 
It is hoped that in time a medium which will combine typical color and 
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maximum differentiation will be developed. In the study of organisms 
which are likely to show pleomorphism it is felt that a medium low in 
carbohydrate and high in peptone is preferable to the proportions sug- 
gested by Sabouraud for his proof medium. 

In studying growths on W.5 and W.1 I have attempted to ascertain 
how far it was practicable to reduce the sugar content of the medium. 
Reduction in the concentration of dextrose usually resulted in slightly 
less growth and less color than were noted in mediums of normal 
concentration. In many instances good differentiation was still appar- 
ent, but it was not sufficiently uniform. The instances in which growths 
on M.5 and S4 showed better differentiation than that on W1 were not 
sufficiently frequent to prevent me from recommending W1 for general 
utility use in the differentiation of organisms. The fact that S4 shows 
up pigments not otherwise apparent makes it constantly valuable. It 
is hoped that eventually the W1 medium can be modified so that in 
addition to giving superior differentiation it will show up additional 
colors. 

Because of the change of the pinks present in the medium and at 
the growth-medium interface of many organisms to brown on the 
addition of acid one might think that all that is necessary is a W1 
medium of higher py. The group of organisms used in this study 
have been grown on W1 mediums of the following py: 5.2, 5.6, 6, 6.5, 
7,7.5 and 8. The py was adjusted by colorimetric means with sodium 
hydroxide or hydrochloric acid. There was no variation in color on 
mediums of the aforementioned py. The growths on all the mediums 
appeared, but for very minor variations, to be similar. This complicated 
the problem considerably. It is hard to conceive that S4 and W1 are 
not equally nourishing. It is necessary to study the buffering action 
of the mediums and the physical chemical properties with relation to 
the variation of pigments before drawing conclusions. 

The tendency of the growths of many organisms to spread over the 
surface on S4 may be confusing. This feature may be due to physico- 
chemical factors. These factors also probably promote the tendency 
to diffusion and frosting in mediums of high concentration of peptone 
(W1 and M.5). The mycelia of some of these growths are obscured 
because of matting and because they are apparently wet and adherent 
to a waxy surface. These mycelia can often be delineated and their 
extensiveness ascertained by addition of water to the test tube and 
observation of the area over which there is a silver sheen. 

The tendency to diffusion seems to determine the ease of trans- 
plantation of many colonies. It has been recognized in my laboratory 
that often growths can be more easily cut and transplanted from W1 
than from S4. The growths seem softer, more moist and more con- 
tinuous with the medium. While spreading of the growth over the 
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surface was mentioned as being often characteristic of growths on S4, 
this spreading seems also to imply in a certain type of organism long 
mycelium and a contact with the surface which, if development is able to 
continue, apparently will become specialized. On W1 the growth is 
frequently more of a unit. The colony often takes up a definitely cir- 
cumscribed area on W1, while on S4 it is spread over the surface. The 
growth on W1 in many instances is frosted at the edge alone and seems 
to blend into the medium through slightly subsurface mycelia which 
project outward. That surface tension may be a factor cannot be over- 
looked, since on W1 the surface tension is lower than on S4. Also, in 
W1 osmotic pressure is less, but, as previously mentioned, I have noted 
the same type of growth on mediums in which osmotic pressure was 


high. 

Two organisms-often develop somewhat skinlike, waxy growths 
covered with short, sparse mycelium on WI. They are Microsporon 
Audouini and Trichophyton louisianicum. When the mycelia are wet 
the growth appears frosted or waxy. It is somewhat more difficult 
to transplant these two organisms from W1 than from S4. These 
special characteristics are more pronounced in some colonies than in 


others. 

One cannot deny that the appearance of organisms varies even on 
the same medium. It seems often advisable to plant as many as five 
or six tubes. This, however, will not necessarily obviate difficulties, for 
organisms planted at one time are more apt to give similar appearances. 
It is better to subject the organisms to numerous transplants and to 
make observations during this procedure. I have felt that atmospheric 
conditions are possibly instrumental since it seems that there are vari- 
ations in colonies grown in summer when the windows are open from 
colonies grown in winter when the windows are closed. The difference 
may be caused by evaporation of moisture. This all leads back to the 
question of a room with constant temperature and humidity, which 
involves expense which cannot always be met by laboratory workers. 

It was with the end in view of noting the influence of evaporation 
and concentration of ingredients on the morphology of pathogenic fungi 
that plants were made on W mediums varying in age from fresh to 
thirteen weeks.** It was surprising that characteristic morphology was 
maintained in a medium as old as twelve weeks. In the medium 
thirteen weeks old drying was so great that the morphology was often 
difficult to decide. This indicated to me that morphologic characteristics 
were maintained by the colony as long as the ratio of ingredients was 
maintained constant, which is not the case as will be noted in the 
descriptions in this paper of the condition when the ratio was changed. 

I feel that the stabilizing effect of a W medium is greater than 
such mediums as Sabouraud’s proof medium. Frequently, it is true, 
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several transplants are necessary on a W medium for the organism to 
attain its growth stride and attain stability for the medium. Some 
organisms probably do not do this completely. On Sabouraud’s proof 
medium organisms apparently do it more slowly, and after it occurs 
the growth has often lost distinguishing characteristics because of 
pleomorphism. This is why I feel the necessity of repeated transplants 
in so many instances, even despite the fact that the resultant morphology 
might not be as characteristic or might vary somewhat from transplant 
to transplant, as in the case of Microsporon Audouini on a W medium. 
However, in this instance morphologic characteristics revert back and 
forth so that recognition is possible. So many authors make the mistake 
of assuming that if they make three plants at the same time the entire 
story is told. It is far better to repeat three transplants three times or 
even one transplant three times. 


LXXI—UNUSUAL PHENOLPHTHALEIN ERUPTION 


REPORT OF A_ CASE 


RICHARD S. WEISS, M.D 
AND 
ROY L. KILE, M.D. 
ST. LOUIS 


Universal pigmentation due to the ingestion of phenolphthalein is 
evidently rare, for we have not been able to find any recorded cases. 
We ourselves have never previously encountered an instance of universal 
pigmentation due to this drug. 


REPORT OF CASE 


Tony C., an Italian, aged 45, entered the St. Louis City Hospital No. 1 on 
Feb. 9, 1929. He presented a generalized eruption, which consisted chiefly of 
relatively superficial polycyclic ulcerations and red-brown to dark brown pig- 
mented patches, most of which surrounded the various ulcerations. The latter 
lesions varied in size from 2 or 3 cm. in diameter to huge circular, oval or 
polycyclic ulcers, some even as large as from 15 to 20 cm. They were thickly 
scattered over the entire body, even the face and scalp being somewhat involved 
(fig. 1). The diagnosis at the time of admission was obscure. Slight elevations 
of temperature had accompanied the appearance of new ulcerations, many of which 
were preceded by thin, easily ruptured bullae. The patient was given expectant 
treatment and he improved, but in April 1929 the eruption became much worse. 
A drug eruption was then suspected, and it was discovered that the patient’s wife 
was bringing him “ ‘Feen-a-mint’ for his stomach.” On withdrawal of the “Feen- 
a-mint” he gradually improved. 

On Jan. 24, 1932, he reentered the St. Louis City Hospital with an erythem- 
atous rash on the pigmented skin, and he was again discharged on Feb. 10, 1932. 
No ulcerations were present during this stay. The eruption was of the toxic 
erythematous type. 

On June 12, 1932 he again entered the hospital with another exacerbation of 
toxic erythema, and he was discharged much improved on July 3, 1932. During 
this period in the hospital he was given 3 grains (194.4 mg.) of phenolphthalein, 
which resulted in chills and recurrence of the toxic erythema. During the period 
from May 1929 to June 1932 the color of the skin gradually changed to a dark- 
bluish shade. 

He was admitted to the Barnard Free Skin and Cancer Hospital on July 19, 
1932, complaining of having had a series of chills followed by a red rash. He 
admitted having taken 2 tablets of “Ex-Lax” and stated that within a few hours 
he had had a chill and generalized itching and redness of the skin. Careful inquiry 


Studies, observations and reports from the Barnard Free Skin and Cancer 
Hospital and the School of Medicine, Washington University, Department of 
Dermatology, service of Dr. M. F. Engman and Dr. W. H. Mook. 
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elicited the fact that he had taken “Ex-Lax” on many occasions, which was always 
followed by chills and redness of the skin, and that since his discharge from the 
St. Louis City Hospital his skin had gradually become darker. He thought that 
the pigmentation became somewhat lighter during periods when he did not take 
“Ex-Lax” or “Feen-a-mint.” 


Fig. 1.—Photograph of the patient, showing the remains of the eruption of the 
skin at the time of his discharge from the St. Louis City Hospital in 1929. The 
healed ulcerations, polycyclic character of the lesions and extent of the pigmenta- 
tion are evident. 


There was no’ history of the ingestion of silver salts, mercury or lead. He 
had been exposed to lead, as he had worked as a painter for some time prior to 
the original appearance of the eruption; however, there had been no loss of 
weight, weakness, nausea, vomiting or abdominal pains. No lead line on the 
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gums or stippling of the red cells was present. There was no history of the 
intake of other drugs. Except for the chills the patient claimed to have had 
exceedingly good health. 

On examination generalized bluish-black pigmentation of the skin was found 
over the trunk, extremities, neck and face; there were small areas of apparently 
normal brownish skin on the face, head, upper part of the chest, neck, back and 
lower portions of the legs (fig. 2). The pigmented areas around the eyes and 
on the neck, lips and upper part of the thorax were darker than those of the 


Fig. 2—Photograph of the patient on admission to the Barnard Free Skin 
and Cancer Hospital in July 1932, showing the universal pigmentation. 


remaining areas of the body. The involved areas of skin seemed to be slightly 
thickened but showed no elevation or ulceration. The pigmentation was of a 
peculiar dark bluish-black shade, much darker than that seen in severe cases of 
argyria, and in the quality of color it was more suggestive of that observed in 
an advanced stage of acanthosis nigricans. There was mottling in various areas, 
due to more marked pigmentation in the sites of the original ulcerations. 


Except for moderate obesity, the patient’s general physical condition was 
good. The blood pressure was within normal limits. There was no lead line or 
pigmentation of the conjunctivae or mucous membranes. The physical examina- 
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tion revealed an essentially normal condition, except that there was a suggestion 
of pulmonary emphysema. Furthermore, there was an obscure history of attacks 
suggesting asthma. 


7 

Fig. 3—Photomicrograph of a section of skin taken for biopsy in 1932, show- 
ing the increase in the number of chromatophores in the dermis. The definite 
increase in the amount of pigment in the basal layer is only partially shown in 
this section; silver nitrate stain. 


ing the marked increase in the amount of pigment in the basal layer; silver 
nitrate stain. 


Examination of the urine revealed normal findings. The reactions to the 
Wassermann and Kahn tests were negative. The red cell, leukocyte and differen- 
tial cell counts were within normal limits. Intradermal tests with numerous 
allergens elicited many 1 plus and 2 plus reactions. 


| 
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Fig. 4.—Photomicrograph of a section of skin taken for biopsy in 1934, show- 
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Fig. 5.—Photomicrograph of a section of skin taken for biopsy in 1934, show- 
ing the increase in the number of melanoblasts in the epidermis; dopa reaction; 
low power magnification. 


Fig. 6.—Photomicrograph of a section of skin taken for biopsy in 1934, show- 
ing an increase in the number of dendritic cells; dopa reaction; high power 
magnification. 
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The patient has been observed on numerous occasions since he left the hospital 
and has had no recurrence of the toxic erythema or chills; the pigmentation has 
been gradually fading, so that at the time of writing it is several shades lighter 
than when he was first observed in the clinic. 


Histopathologic Changes—The sections prepared when the patient was first 
admitted to the hospital in 1932 showed little change in the dermis or the deeper 
structures. The blood vessels were apparently normal, but in a few areas slight 
lymphocytic infiltration was noted about them. The stratum spinosum and the 
basal layer showed slight intracellular but no intercellular edema. The stratum 
granulosum was about twice the normal width, showing that the physiologic 
process of its development had been interfered with, probably on account of the 
intercellular edema below. The horny layer was perhaps a little thinner than 
normal. There was no parakeratosis. Marked increase in the amount of pig- 
ment in the basal cells was well shown by the silver nitrate stain (fig. 3). 

A section of the skin taken two years later showed a similar picture, present- 
ing marked increase in the amount of pigment in the basal layer, in the number of 
chromatophores in the dermis and apparently in the amount of pigment the 
chromatophores contained. The dopa reaction showed an increase in the formation 
of pigment in the basal layer (figs. 4, 5 and 6). 

Apparently in this disease, as in most other pigmentary dermatoses, the 
increased formation of pigment takes place in the basal layer. 


COM MENT 


Many cases of bullous eruptions caused by phenolphthalein have been 
reported; in most of them the condition has been limited in extent, 
having been found chiefly about the genitals and mouth. Most fixed 
eruptions caused by this drug are also limited in the extent of the surface 
involved. Practically the entire skin of this patient was involved, and 
when he took a dose of phenolphthalein the entire skin reacted—at the 
onset with the formation of innumerable bullae and later with erythema. 
Each exacerbation was accompanied by systemic reactions, i.e., chills 
and fever. With subsequent attacks of erythema the generalized pig- 
mentation slowly increased, but this has slowly faded since the patient 
discontinued the use of the drug. 

A typical acute attack was induced by administration of 3 grains of 
phenolphthalein. This, too, was followed by darkening of the skin. The 
phenomenon of chills and fever is, in our experience, extremely unusual 
with phenolphthalein eruptions, and it seems to indicate the extreme 
sensitivity of this patient, who aggravated his condition by continuing 
to take the drug in spite of advice to the contrary. The constant ingestion 
of the drug with the recurrent attacks of erythema produced pigmentation 
of the skin of a type which, we believe, has not hitherto been reported. 

Microscopically, the observations were in accord with those of Wise 
and Abramowitz * when we used the usual stains. When we studied the 


1. Wise, F., and Abramowitz, E. W.: Phenolphthalein Eruptions, Arch. 
Dermat. & Syph. 5:297 (March) 1922. 
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tissue taken for biopsy by means of the dopa reaction and the silver 
nitrate stain we noted, as we had anticipated, that the increased formation 
of pigment was produced by the melanoblasts of the basal layer. It 
appears to us that these melanoblasts must continue to function for some 
time after the apparent stimulation of the phenolphthalein has ceased, 
because of the time that hyperpigmentation persists. This fact is demon- 
strated by the increase in formation of pigment long after an acute 


attack. 
SUMMARY 

Reactions to phenolphthalein of limited extent are fairly common. 

Cases of universalized bullous and pigmentary eruptions as extensive 
as the condition described in this report have not, until now, been 
recorded in the literature available to us. 

In the history of: the case reported in this paper, universal bluish- 
black pigmentation constituted a unique feature. Systemic reactions were 
noticeably prominent and are no less unique. 

It was demonstrated that the increased formation of pigment took 
place in the basal layer of the epidermis. 

The study of this case suggests that the hyperactivity of the melano- 
blasts continues long after the apparent stimulation by the phenolphthal- 
ein has ceased. 
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Clinical Notes 


AN UNUSUAL CUTANEOUS REACTION TO PROCAINE 
HYDROCHLORIDE 


S. Rospinson, M.D., Los ANGELES 


The occurrence of localized cutaneous reactions when procaine hydrochloride 
is used as a local anesthetic is so rare that I believe the following report to be of 
interest. 

REPORT OF CASE 

P. B., an unmarried woman, aged 30, received an intracutaneous injection of 
1 cc. of 2 per cent procaine hydrochloride without epinephrine in the flexor region 
of the left wrist before electrodesiccation of a verruca. A dressing of plain 
petrolatum and gauze was applied. About twelve hours later the patient com- 
plained of severe burning and pruritus at the site of the injection. An oval, well 
defined elevated vesicular area about 3 cm. in diameter appeared. Three thin, 
linear vesicular stripes extended up the flexor aspect of the forearm from the site 
of the reaction. Vesicles from the size of a pinpoint to that of a pinhead composed 
the linear lesions. The right epitrochlear gland was slightly enlarged. No con- 


stitutional symptoms were present. Subsequent questioning disclosed a history of 
allergy. The patient had received a series of cutaneous tests during the previous 
year and had been proved to be hypersensitive to various pollens. Procaine hydro- 
chloride had been used two years previously in her mouth during a dental procedure 
without any reaction. The dermatitis subsided in five days, after the application 
of local soothing applications. A photograph of the lesions was unobtainable, and 
the patient would not submit to a patch test. 


COM MENT 


I believe the report of this case to be of interest because of the unusual occur- 
rence of localized dermatitis with extension into the lymphatics following the use 
of procaine hydrochloride in the skin during a minor surgical procedure. Cases 
are recorded of severe shock or death due to extreme hypersensitivity after the 
use of this local anesthetic. Before removal of lesions from the nose and upper 
lip requiring procaine hydrochloride anesthesia, it would be wise to ask the patient 
whether he suffers from any allergic condition. Extension of such a localized 
reaction into the brain might be of serious consequence. 


1930 Wilshire Boulevard. 


Minor Notes 


PLANTAR WARTS 
A Simple Method of Treatment 


J. Leon Pritcuer, M.D., New Yorx 


Many different methods have been advised for the treatment of plantar warts. 
Topical applications of caustics are usually of no avail, as the wart in this par- 
ticular location is always deep-seated and cannot be reached. I have employed 
roentgen rays in various doses but have never obtained a satisfactory result. Sur- 
gical removal with a scalpel and electrocoagulation are the only two methods which 
will effect a cure. The difficulty, however, with both these methods is that the 
patient objects to the pain caused by anesthetizing the sites of the warts. 

Of late, I have employed a technic which makes this procedure simple and 
painless. The site of the wart is washed with a mixture of alcohol and ether. I 
take a piece of carbon dioxide snow, shape it to fit the size of the wart and apply 
it to the lesion with moderate pressure until the entire area of the wart is blanched. 
I then employ the monopolar current and desiccate the surface of the wart until 
the patient complains of pain. The carbon dioxide snow is reapplied with slight 
pressure, and the lesion is desiccated once more. This is repeated until slight 
bleeding of the wart is noticed. The edge of the wart is then gently lifted up 
with the point of a scalpel, and the entire wart is easily and painlessly removed, 
leaving a slightly oozing base. The bleeding points are desiccated with the same 
current, and a pressure dressing of plain gauze is applied. The dressings are 
changed every other day, and usually at the end of a week or so the wound is 
healed. 

I have treated a number of patients in this fashion, and none of them have 
experienced any after-pain. All have been able to remain on their feet and 
attend to their work. Needless to say after the warts are removed shoes should 
be properly adjusted, and further irritation of points of pressure should be avoided. 


160 West Seventy-Seventh Street. 


ANOTHER SINGLE PUNCTURE METHOD OF TESTING 
WITH ALLERGENS 


HERMAN GoopMAN, M.D., NEw York 


For several years I have used the smallest screw-driver, such as one uses for 
eyeglasses, to break the outermost layers of the skin in testing with allergens. 

I buy the tool at the 5 and 10 cent store, and sharpen the edge on the oil stone 
used to sharpen needles. There is absolute control of the diameter of the test 
area, which is uniform for all allergens employed in tests, as in using the screw- 
driver one makes a complete revolution. The diameter of the edge fixes the 
ruptured area. Depth is also under control, although it may require a little prac- 
tice. The little screw-driver is not so fearful looking to a child as the needle 
ordinarily offered for scratching. Toothpicks are used to carry dry powder 
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allergen into the ruptured area. They are cheap and are thrown away after each 
allergen is used. 

I am certain that the method is not original with me, but I cannot recall who 
it was that instructed me in the use of the miniature screw-driver. 


18 East Eighty-Ninth Street. 


SEARCHING FOR BLASTOMYCES 


Rusen Nomianp, M.D., Cuicaco 


The following procedure may be employed in searching for blastomyces: A 
micro-abscess in the sloping border of the skin is pierced, and the pus is picked 
up on the point of a sharp knife. It is then transferred to a slide and mixed with 
a small amount of tap water; a coverglass is pressed on, and the material is 
examined with the iris diaphragm on the Abbé condenser almost closed. Water is 
superior to solutions of sodium hydroxide because water does not form artefacts 
such as are made by the interaction of sodium hydroxide and fats in the specimen. 
It is much easier to find the organisms, and the method is more exact than when 
sodium hydroxide is used. The procedure was first suggested to me by Dr. Butler 
of Minneapolis. 


: 


Correspondence 


FACTORS AFFECTING COLOR OF THE SKIN 


To the Editor:—I have read with interest the article of Dr. Rogin and 
Dr. Sheard in the August issue of the Arcuives ($2:265, 1935) on the “Factors 
Affecting Color of the Skin: Their Significance in Berlock Dermatitis.” 

I feel that however accurately the work has been done, it does not justify the 
conclusion: “It is suggested that berlock dermatitis belongs to the group of 
cutaneous reactions of the venenata type and that it is due to an individual hyper- 
sensitivity to chlorophyll or adulterants found in the perfume or toilet water 
which has been applied to the skin.” 

Berlock dermatitis and related reactions to chlorophyll have been the subject 
of a great deal of investigation. 

Kitchevatz has clearly demonstrated that in certain chlorophyll dermatitides, 
e. g., dermatitis pratensis striata, the activating factors are not ultraviolet rays 
but visible light and particularly red and infra-red rays (Ann. de dermat. et syph. 
5:293 [March] 1934). 

Girandeu and Aquevina, experimenting along the lines of similar work done 
by Louste and Juster, Gougerot and Burnier, Pinard, Jausion and others, found 
that “bergamot, while acting as a screen to ultraviolet rays, sensitized the skin to 
visible light alone”; moreover, this reaction “while not an absolute one, it is fre- 
quent enough.” 

It would prove interesting if Dr. Rogin and Dr. Sheard would continue their 
work with a spectrophotometer along the line already pursued by these Frenchmen, 
because of the importance that has been found for chlorophyll substances in cases 


of vitiligo. 
Witrrep GrREENBURG, M.D., Los Angeles. 
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Nomenclature 


FUNGOUS DISEASES OF THE SKIN 


Attention is called to the following definitions of the fungous infec- 
tions which govern the usage of the Arcuives. For uniformity, con- 
tributors are asked to follow them. 

Dermatomycosis is a generic term including all infections due to 
fungi, superficial and deep. 

Dermatophytosis is synonomous with dermatomycosis, but usage 
tends to associate dermatophytosis with ringworm of the hands and 
feet or with superficial fungous infections of the skin. 

Epidermophytosis indicates infection due to Epidermophyton. 

Trichophytosis indicates infection due to Trichophyton. 


News and Comment 


AMERICAN BOARD OF DERMATOLOGY AND 
SYPHILOLOGY 


The next meeting of the American Board of Dermatology and Syphilology will 
be held at the time of the meeting of the American Medical Association in Kansas 
City, Mo. The dates for this meeting of the board are Monday, May 11, and 
Tuesday, May 12, 1936. 

The oral examination for both Group A and Group B will be held on these 
two dates. The written examination for Group B will be held on Saturday, 
March 14, in various cities throughout the country. 

All applicants for this written examination should file their applications in the 
office of the secretary before Jan. 15, 1936. 

An application blank and a booklet of information may be obtained from the 
secretary, Dr. C. Guy Lane, 416 Marlborough Street, Boston. 


Abstracts from Current Literature 


EpItEep BY Dr. HERBERT RATTNER 


ARSENICAL KERATOSES AND CARCINOMAS. CLIFFORD C. FRANSEEN and GRANTLEY 
W. Taytor, Am. J. Cancer 22:287 (Oct.) 1934. 


Franseen and Taylor report on fourteen cases of carcinoma of the skin of 
arsenical origin and state that it is not justifiable to incriminate arsenic as the 
predisposing agent unless the patient has the characteristic arsenical hyperkeratoses 
of the palms and soles or unless arsenic can be demonstrated microchemically in 
the lesions. It is assumed that the cellular irritation caused by retained arsenic 
leads to carcinomatous changes in arsenical keratoses. Inorganic trivalent arsenic, 
usually administered in the form of a solution of potassium arsenite, is the chief 
etiologic factor in medicinal cases, though rarely organic arsenic compounds may be 
causative. The carcinogenic properties of arsenic may make themselves manifest 
as late as forty years aiter ingestion of or exposure to arsenic. In seven of the 
authors’ cases—all cases of epidermoid carcinoma—there were metastases. It is 
indicated that occasional arsenical carcinomas are of the basal cell variety, one third : 
of the authors’ cases being of that type. Roentgen rays, radium, electrocoagulation 
or excision is advocated for the destruction of degenerative keratoses and 
malignant growths, and, in addition, block dissection of regional glands should 
be performed in cases of epidermoid carcinoma. Administration of sodium thio- 
sulphate was not observed to increase the excretion of arsenic. 


Foerster, Milwaukee. 


Factors CONDITIONING THE TRANSMISSION OF SYPHILIS BY BLoop TRANSFUSION. 
H. J. Morcan, Am. J. M. Sc. 189:808 (June) 1935. 


Sixteen cases of syphilis indubitably acquired through blood transfusion have 
been analyzed by Morgan. Apparently in every case there developed a generalized 
secondary stage in from one to three and a half months after transfusion. No 
case was found reported in the literature in which syphilitic infection acquired by 
transfusion showed a latent or chronic stage without first passing through an 
easily recognizable acute stage. 

No instance was found of transmission of indubitable “transfusion syphilis” 
in which the donor had latent or chronic syphilis. Many donors with chronic 
syphilis have failed to transmit the disease. Jamieson, Detroit. 


THE CoMMON DISORDERS OF THE SKIN OF THE Eye.tips. Lester HoLtiANpberR and 


Harry L. Baer, Am. J. Ophth. 18:616 (July) 1935. 


This article discusses briefly common dermatoses, chronic infectious granulomas, 
new growths and a group of miscellaneous conditions which may affect the lids 
alone or occur there as a part of a generalized process. The points discussed 
are practical, and the accepted forms of treatment are indicated for each condition 
described. The article is of interest to general practitioners and to specialists in 
whose work cutaneous diseases are encountered only casually. 


Wieper, Milwaukee. 


AN EXPERIMENTAL STUDY OF THE PROBLEM OF THE EXISTENCE OF AN INVISIBLE 
ForM OF THE SYPHILITIC VIRUS AND OF SPONTANEOUS SPIROCHETOSIS IN 
Rassits. A. BesseMANS, J. VAN Haetst and H. De Wipe, Am. J. Syph. & 
Neurol. 19:161 (April) 1935. 


This study concerns the theory of the existence of an evolutionary cycle and 
an invisible form of the syphilitic virus. The authors are convinced that the 
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hypothetic invisible form of the syphilitic virus and spontaneous spirochetosis 
of rabbits do not exist, and they base their conclusions on the following four facts: 
1. If organs involved in syphilis, though apparently devoid of spirochetes, are 
examined by means of an appropriate special dark-field technic, Spirochaeta pal- 
lida can be found and the organisms counted in most of them. 2. These results 
can also be obtained with inguinal and popliteal lymph glands of rabbits with 
so-called spontaneous spirochetosis. 3. There is a direct relationship between the 
number of spirochetes in the graft and the promptness of the appearance of the 
lesions produced by its transplantation. 4. It has been shown that whenever 
rabbits are inoculated intratesticularly with decreasing quantities of emulsions of 
organs capable of transmitting syphilis and with a known spirochete content, a 
specific infection no longer takes place when the spirochetal form of the syphilitic 
virus has itself disappeared. Reuter, Milwaukee. 


GANGLIONECTOMY FOR Hyperiprosis. L. Peart and Newton H. SHapiro, 
Ann. Surg. 102:16 (July) 1935. 


This interesting article discusses briefly the anatomy and physiology of the 
portions of the central nervous system—so far as they are definitely known at the 
present time—which control the function of perspiration and refers especially to 
the fact that by freeing certain sympathetic ganglions of their connecting rami and 
removing the trunk bearing these ganglions total inhibition of sweating can be 
produced in well defined areas without loss of sensory or motor power but with 
accompanying vasodilatation. The various conditions under which abnormal 
degrees or pathologic types of sweating occur are discussed, especially from the 
standpoint of indication for surgical intervention. The case of a woman, aged 22, 
in whom hyperhidrosis constituted a major handicap in her occupation as a candy 
maker, is described. After five months of unfruitful conservative treatment 
ganglionectomy was performed on the left side, and four months later a similar 
operation was performed on the right side. At the time of writing, fourteen 
months after the first operation, total anhidrosis persisted in the affected areas. 
The results were satisfactory to the patient, although complete vasodilatation also 
persisted. The author warns that the anhidrosis may not be permanent, which is 
the case after similar operative procedure in the cat; observations on the human 


being in this respect are not reported. Wrener, Milwaukee. 


CARDIOVASCULAR SYPHILIS: EArLty DIAGNOSIS AND CLINICAL CoursE oF AorTITIS 
IN THREE HUNDRED AND Forty-Srx CAses or Sypuitis. E. P. MAynarp Jr., 
J. A. Curran, I. T. Rosen, C. G. Witttamson and C. Linac, Arch. Int. 
Med. 55:873 (June) 1935. 


One hundred and forty-five of the series of patients with syphilis studied by 
the authors were found to have positive evidence of cardiovascular syphilis. 
Fourteen adult patients with congenital syphilis showed no evidence of syphilitic 
involvement of the heart or aorta. 

The average interval between the time of infection and that of discovery of 
the lesion of the heart was twenty years, but one fourth of the patients presented 
evidence of such a lesion within ten years after infection, and a few had symptoms 
of cardiac involvement within the first three years. 

The authors state that significant but not characteristic changes in the electro- 
cardiograms can be found in 10 per cent of the cases within ten years after 
infection has occurred. 

They recommend that every syphilitic patient be examined every six to twelve 
months by the methods recognized in diagnosing cardiovascular syphilis. 

In their opinion aortic involvement begins early in the course of the syphilitic 
infection and not many years after the initial infection. Roentgen examination 
provides the best means of discovering early involvement of the aorta. 

Heart failure was noted only in patients in whom aortic insufficiency, aneurysm 
or involvement of a coronary artery developed. 
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EXPERIMENTAL PERIPHERAL GANGRENE: EFFECT OF ESTROGENIC SUBSTANCE IN 
Irs RELATION TO THROMBO-ANGIITIS OBLITERANS. E. J. G. McGratu, Arch. 
Int. Med. 55:942 (June) 1935. 


In the belief that a similarity exists between thrombo-angiitis obliterans and 
the gangrene of ergotamine intoxication, McGrath carried on experimental work 
on albino rats, male and female. 

Female rats were completely protected against the gangrenous sequelae of 
intoxication due to ergotamine tartrate by daily doses of theelin. In male rats 
receiving small doses of ergotamine significant delays in the development of 
gangrene were observed when theelin was administered. 

McGrath thinks that there may be in thrombo-angiitis obliterans a basic 
etiologic disturbance which is possibly endocrine and that the protection of women 
against the development of the disease “may be associated with a protective action 
of the estrogenic principle of the ovary.” Jamieson, Detroit. 


MoperN AttitupE TowArp Traumatic Cancer. J. Ewrne, Arch. Path. 19:690 


(May) 1935. 


The author expresses the opinion that a single trauma of normal tissues is 
incapable of producing a malignant tumor. Delayed healing due to infection, 
suppuration and chronic irritation by chemicals or foreign bodies is nearly always 
observed in cases in which a tumor may be referred indirectly to a trauma. There 
is a wide impression that a single injury may transform a benign mole into a 
malignant melanoma. A careful scrutiny of the evidence in such cases does not 
support this view but indicates that the mole was already malignant. Further- 
more, the good results obtained by dermatologists with thousands of moles show 
that when the mole is benign excision or local destruction is a safe procedure. 


FLUORESCENCE Microscopy. H. Hampert, Arch. Path. 19:838 (June) 1935. 


The study of fluorescence of human tissues in histologic sections offers a new 
method for the identification of tissues and substances such as lipoids and pigments. 
The specimen is illuminated by ultraviolet rays from which the visible rays have 
been filtered out. Even tissues that do not fluoresce may be treated with stains, 
such as acriflavine, to give them the property of secondary fluorescence, by means 
of which they may then be identified. Caro, Chicago. 


STOMATITIS MEDICAMENTOSA. SIGMUND S. GREENBAUM, Dental Cosmos 76:353, 
1934, 

In a concise article Greenbaum discusses the symptoms, diagnosis and treatment 
of common oral lesions caused by ingested or locally applied drugs. The following 
groups are considered: (1) acetanilid, (2) antisyphilitic drugs, (3) barbital, (4) 
cinchophen, (5) gold compounds, (6) halogens, (7) phenolphthalein and (8) 


salicylates. Noyes, Chicago. [Am. J. Dis. Cup.] 


DIOXYANTHRANOL 1-8 AS A SUBSTITUTE FOR CHRYSAROBIN. H. BEERMAN, G. V. 
Kutcuar, D. M. Pititspury and J. H. Stoxes, J. A. M. A. 104:26 (Jan. 5) 
1935, 


Attention is again called to di-oxyanthranol 1-8 as a superior substitute 
for chrysarobin in the treatment of psoriasis and other dermatoses. This compound 
was first introduced under the trade name of cignolin. Its chief advantages over 
chrysarobin are that it has a definite chemical composition, produces less discolora- 
tion of the skin, hair and clothing and has less tendency to produce conjunctivitis 
or constitutional disturbances. 
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Sweat REDUCING SUBSTANCES IN YEAST DERMATOSES. T. CORNBLEET, J. A. M. A. 
104:1976 (June 1) 1935. 


Patients with dermatoses due to yeasts have higher concentrations of reducing 
substances in their sweat than normal persons. The reducing substance, probably 
a sugar, is more concentrated on contact areas or in folds of skin where the 
evaporation of sweat is retarded. These sites form a favorable culture medium 
for yeasts because of the abundant reducing substance and moisture present and 
because there is a local deficiency in the powers for self-sterilization. 


THIOGLYCEROL: A More STABLE SULPHYDRYL COMPOUND FoR USE IN THE HEAL- 
ING OF Wounps. L. E. Sutton, J. A. M. A. 104:2168 (June 15) 1935. 


Thioglycerol is a more stable sulphydryl compound than those previously used 
for the stimulation of wound healing. For the treatment of ambulatory patients 
thioglycerol (1: 5,000) in mucilage of tragacanth is applied to the wound once a 
day as a closed wet dressing. In other cases thioglycerol (1: 5,000) is used in 
solution in pure glycerin, in 70 per cent solution of glycerin or in water. The 
use of glycerin as a vehicle tends to keep the granulations in check. 


Tar CANCER OF THE Lip IN FISHERMEN. P. SHAMBAUGH, J. A. M. A. 104:2326 
(June 29) 1935. 


Exposure to tar may be ‘partially responsible for the high incidence of cancer 
of the lip in fishermen. In the handling and repairing of tarred nets the lips 
are especially apt to be contaminated with tar owing to the common practice of 
holding the tar-smeared needle in the mouth. Eight cases of cancer of the lip 
in fishermen are summarized in which such an exposure to tar was an important 
causative factor. 


THERAPEUTIC Use oF Locatizep ALLERGY. P. D. Garvin and G. M. FrumMegss, 
J. A. M. A. 104:2333 (June 29) 1935. 


In an allergic wheal there is an inflammatory reaction with its accompanying 
mobilization of defensive agents. Garvin and Frumess have utilized the induced 
inflammatory reaction of the Prausnitz-Kiistner reaction to stimulate the healing 
of an indolent ulcer. 

In a boy, aged 11, there was secondary infection of lesions of varicella which 
resulted in the formation of a large ulcer over the anterior surface of the left tibia; 
the ulcer failed to heal after prolonged treatment. Serum obtained from a patient 
sensitive to egg protein was injected intradermally at each of four equidistant 
sites just outside the area of inflammation. Forty-eight hours later the boy was 
given three soft-boiled eggs. He complained of itching and burning in and around 
the ulcer within forty-five minutes, and within two hours the entire area was red 
and edematous. On the following day the reaction subsided and the ulcer was 
smaller; complete healing occurred in seventeen days, no other local treatment 


having been used. Caro, Chicago. 


INDUSTRIAL DERMATOSES: TREATMENT AND LEGAL ASPECTS: REVIEW OF RECENT 
Literature. J. G. Downine, J. Indust. Hyg. 17:138 (July) 1935. 


This article, which gives 208 references tu articles and textbooks, is a list 
of etiologic factors in industrial dermatoses. After giving a brief historical 
note the author lists references for the various physical or mechanical, botanical, 
infectious and chemical causes of cutaneous diseases attendant on various occupa- 
tions. Most of the references are to recent literature. Under the consideration 
of medicolegal aspects a number of decisions handed down by courts in various 
states are cited on questions involving proof of direct cause, possibility of interven- 
ing causes of dermatitis, aggravation of latent syphilis by occupational trauma, 
infection arising through occupation, sensitization resulting from industrial derma- 


titis causing impairment of earning power, and the like. Wiener, Milwaukee. 
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SurFACE Ep1rHeLtum ACTING AS A ForeiGN Bopy. M. J. Strauss, Urol. & Cutan. 
Rev. 39:339 (May) 1935. 
Strauss reports a case of traumatic epithelial cyst of the skin in which a cystic 
lesion developed on the right arm of a girl who had sustained an injury by a 
sharp instrument. Caro, Chicago. 


EXPERIMENTAL TRANSMISSION OF LYMPHOGRANULOMA INGUINALE TO GUINEA- 
Pics. W. E. Coutts and J. M. Herrara, J. Trop. Med. 38:53 (March 1) 
1935. 


Coutts and Herrara divide their cases of lymphogranuloma inguinale into “A” 
and “B” syndromes. Syndrome A consists of swelling of the inguinal lymph 
nodes following a macroscopically visible site of inoculation on the genitalia; 
syndrome B, of generalized disturbances and marked lymphogenous affinity without 
a visible site of inoculation on the genitalia. 

Material obtained by puncture of a gland from patients with the A syndrome 
when inoculated subcutaneously produced swelling of the inguinal lymph nodes 
in from eight to fourteen days. No general symptoms accompanied this swelling, 
which disappeared in from ten to twelve days. 

When this human material was inoculated into the brains of white mice a 
torpidity of movement followed. No characteristic changes were found in the 
brains of these mice from eight to twelve days after infection. 

Material from patients with syndrome B produced a swelling of the inguinal 
lymph nodes in from seven to twelve days after subcutaneous inoculation. When 
this material was injected into the brains of white mice a condition resembling 
encephalomyelitis was produced. 

Subcutaneous injection of brain substance of experimentally infected mice into 
the thighs of guinea-pigs produced swelling of the inguinal lymph nodes. The 
result could also be reproduced in other guinea-pigs for three passages. After 
that the material could be reactivated by being again passed through the brains 
of mice. 

Coutts and Herrara do not consider the histologic changes found in the brains 
of infected white mice to be pathognomonic of lymphogranuloma inguinale infection 


of the nervous system. Jamteson, Detroit. 


Tue Leprosy CLINIC AND THE CONTROL OF LEPROSY. JOHN Lowe, Leprosy Rev. 
5:40 (Jan.) 1934. 


There is no specific treatment for leprosy comparable in efficiency to that with 
quinine and the arsenic preparations employed in cases of malaria and syphilis, 
respectively. It is easier to prevent a dozen cases of leprosy than to effect a cure 
in one. There is no one outstanding direct way to prevent leprosy because there is 
no one outstanding source of infection. Certain facts are acceptable, namely: 
children and young people are more susceptible. The more intimate the contact 
and the greater the period of contact, the greater the danger. Bad social and 
hygienic conditions are the most important factors in the spread of leprosy. 

Propaganda, using all the available sources to spread messages, must be utilized. 
It is possible that through these measures public opinion will make it possible to 
control leprosy. Early diagnosis of the disease in persons who have been in 
contact with patients should be made by means of visits to the home. The clinic 
for patients with leprosy should be made a center not only for treatment but for 


prevention of the disease. Barr, Pittsburgh, Pa. 


Rena. Lesions Propucep sy Sats. A. KAti6, Ann. d’anat. path. 11:21, 
1934, 


Eight different types of gold salts were administered to sixty guinea-pigs, 
rabbits and rats. Normal as well as tuberculous animals were used. The dosages 
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included therapeutic, toxic and fatal doses. The kidneys were examined micro- 
scopically. The effects of toxic and fatal doses consisted, on the one hand, of 
intense hyperemia, diapedetic hemorrhages and cellular infiltration and, on the 
other hand, of marked degenerative changes and even necrosis of the tubular 
epithelium, especially of the convoluted tubules. These observations were always 
associated with albuminuria or suppression of the urine. Therapeutic doses pro- 
duced mainly circulatory changes but also slight parenchymatous changes. The 
authors therefore advise caution in the therapeutic use of gold salts. 
MELNIck, Chicago. [ArcH. Patu.] 


New STUDIES ON THE DESMOULIERE REAcTION. R. J. WEISSENBACH, G. BascH 
and J. Martineau, Ann. de dermat. et syph. 5:469 (May) 1934. 


A comparison of the Desmouliére reaction with the Bordet-Wassermann and 
Hecht reactions as applied in different types of syphilis convinced the authors that 
the Desmouliére reaction has a high sensitivity and specificity, showing the 
presence of the syphilitic antibody much earlier than the other reactions. It is 
more useful in early than in advanced stages of the disease and in congenital 
syphilis, and it is a valuable guide as to the efficacy of treatment. 


New OBSERVATIONS ON THE USE OF THE PROTEOSE OF ORIEL IN DERMATOLOGY. 
J. Gaté, H. Turers and P. Curtieret, Bull. Soc. frang. de dermat et syph. 
41:376 (March) 1934. 

Although variable results were obtained in a number of different dermatoses, 
the authors believe that the urinary proteose described by Oriel may prove to 
have real merit as a “therapeutic desensitizer” in certain diseases of allergic origin. 


FAVORABLE INFLUENCE OF ERYTHEMA ON SECONDARY SYPHILIS: NEGATIVATION OF 
THE BorpDET-WASSERMANN REACTION. H. Goucerot, S. and 
Ducrenot, Bull. Soc. frang. de dermat. et syph. 41:648 (April) 1934. 


A man, aged 27, with a chancre demonstrated by dark-field examination 
received intensive treatment with neoarsphenamine. Nine days afterward there 
developed an eruption of the hands which later became generalized (erythema of 
the ninth day, Milian). One month from the date of onset of the erythema, after 
the treatment had been changed to bismuth and the eruption had cleared up, the 
Wassermann test of the blood changed from an initial 4 plus to a totally negative 
reaction. The case is another example of the beneficent influence of such a cuta- 
neous reaction on the systemic disease, so often noted in recent years. 


BILATERAL OPHTHALMIC ZONA. A. ToURAINE and P. BAUMGARTNER, Bull. Soc. 
franc. de dermat. et syph. 41:736 (May) 1934. 

Bilateral symmetrical herpes zoster occurring at any level of the body is known 
to be rare, and that of the face is decidedly so. Such a case is reported by 
Touraine and Baumgartner. The regions supplied by the frontal and lacrimal 
branches of the ophthalmic nerve were involved on the right side, and the area 
supplied by the lacrimal branch, on the left. The authors suggest that the infection 
may be carried to the ganglions by the meningeal route, that mode of transmission 
being facilitated by the anatomic structure at the base of the cranium. 


CHANCRE OF THE Ear. L. JAME and A. Tournrarre, Bull. Soc. frang. de dermat. 
et syph. 41:762 (May) 1934. 

A case of chancre of the left ear is reported, the interest of which resides in 
the following points: (1) the rarity of this extragenital localization; (2) the 
difficulty of making a diagnosis before the appearance of the secondary eruption, 
and (3) the mode of inoculation, which remains obscure. 
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TREATMENT OF THE NICOLAS-FAVRE DISEASE WITH TRIVALENT ANTIMONY INJECTED 
INTRAMUSCULARLY. A. SEzARy and J. Facquet, Bull. Soc. frang. de dermat. 
et syph. 41:765 (May) 1934. 


Sezary and Facquet record their experience with a new preparation of antimony 
(sodium antimony thiomalate) in the treatment of lymphogranulomatosis inguinalis. 
Six patients were given a course of from fifteen to twenty intramuscular injections 
every three or four days, the dose being slowly graduated from 0.02 to 0.12 Gm. 
Two complete cures were obtained, one after six weeks and the other after ten 
weeks of treatment. Three patients improved rapidly and were able to leave the 
hospital and to attend the dispensary for continued treatment. One patient received 
no benefit. 


Statistics OF ACCIDENTS FoLLOWING BISMUTH THERAPY IN CONNECTION WITH 
1,000 Injections oF LrposoLusLE BismuTH. M. A. GAttiot, Bull. Soc. frang. 
de dermat. et syph. 41:774 (May) 1934. 


In 1,000 injections of liposoluble bismuth, the following accidents were recorded: 
pain in the buttock, 6 cases; measurable albuminuria, 8 cases; slight stomatitis, 
73 cases; serious stomatitis, 14 cases; grave stomatitis, 2 cases; erythroderma, 
1 case; systemic symptoms of bismuth intolerance (nausea, fever, etc.), 9 cases; 
clinical resistance to bismuth, 5 cases. 


LIcHEN PLANUS OF THE Narts. M. J. Gaprat, Bull. Soc. frang. de dermat. et 
syph. 41:777 (May) 1934. 


The rarity of lichen planus of the nails is indicated in the following statement 
of Gadrat in referring to a case studied by Audry: “. . . in 500 cases [of lichen 
planus] observed in forty-two years Professor Audry has seen only 2 cases [in 
which the condition affected the nails], of which this is the second.” The patient 
had typical papules of lichen planus on the left hand, together with oral lesions, 
and presented the following changes in the finger-nails: 1. Longitudinal striations. 

These were present on nearly all the nails. They originated 2 or 3 mm. in front 

of the subungual epidermal fold and ran over the nail up to the free border. They 

were parallel, fine, about 0.2 mm. wide and not deep. They numbered from a 

few up to a dozen on one nail. 2. Grooves. There were two or three grooves 

on some nails but none on others. They attacked by preference the central part 

and did not always run the entire length of the nail, often stopping 3 or 4 mm. 

from the free edge of the nail. They were rather deep and sometimes became 

confluent or forked, dividing the ungual surface into many concave areas. (3) 
Tumefactions of the matrices. The ungual matrix of nearly all the fingers was 
tumefied and tender on pressure. The nail itself was softened at this level, this 
diminution of firmness being sometimes perceptible beyond the lunula. 

In addition to these principal lesions, there was also noted a slight degree of 
hyperkeratosis of some of the nail beds, and some stippling, though much less 
marked than that seen in psoriasis, was present. Gadrat thinks it likely that such 
cases are overlooked and recalls the fact that lichen planus of the buccal mucous 
membrane was for a long time entirely ignored. Ganpy, Houston, Texas. 


ParADOxIcAL WHITE Rosgota. A. Pastnt, Gior. ital. di dermat. e sif. 76:9 (Feb.) 
1935. 


Pasini reports a peculiar paradoxical cutaneous reaction occurring in the early 
(secondary) stage of syphilis. The lesions consisted of macules, sometimes slightly 
edematous (urticarial), occupying the usual locations and having the usual distribu- 
tion of the typical roseola of syphilis, but the individual elements presented a white 
or ischemic discoloration. In all the cases the initial lesion was still present and 
serologic tests were positive. The rash disappeared under antisyphilitic treatment. 


Con 
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Histologic studies showed slight perivascular infiltration and dilatation of the 
blood vessels. Silver impregnations showed the presence of numerous spirochetes 
(Spirochaeta pallida). Pasini’s explanation of this unusual eruption is that there 
occurs in certain patients a paradoxical vascular reactivity against the spirochetes 
in which the dilated capillaries remain filled with serum but empty of red cells. 
This vascular phenomenon has been observed by capillaroscopic studies, especially 
under the influence of epinephrine. 


CONTRIBUTION TO THE CLINICAL AND DERMATOLOGIC STUDY OF PERIARTERITIS 
NoposA AND OF Its PossIBLE RELATION TO RHEUMATISM. A. CrostTI, Gior. 
ital. di dermat. e sif. 76:15 (Feb.) 1935. 


The clinical picture of so-called periarteritis nodosa is so variable that it does 
not permit the description of a clinical entity or even of a syndrome with cleancut 
features. Only the anatomic picture gives a certain unity to so many diverse 
symptoms. Crosti reports the case of a boy aged 5 years, who suffered from fever, 
arthralgia, cardiac insufficiency, splenomegaly, nephritis and cutaneous lesions con- 
sisting of erythema multiforme, hypodermic nodules and diffuse livedo. The 
cutaneous nodules were situated along the blood vessels. The patient recovered 
after nine months of illness. Bacteriologic researches failed to demonstrate the 
presence of any micro-organisms. The histologic picture showed that the lesions 
were situated in the dermo-hypodermic vascular network. They consisted of 
infiltration of the media of the vessels and subsequent endarteritis. The inflam- 
mation spread to the adventitia, the majority of the cells being of the polymorpho- 
nuclear and eosinophil types. In later stages there was a proliferation of hystio- 
cytes, and some polymorphonuclear cells resembling giant cells were seen. 


Arturitis Due to THALLIUM. A. Baccareppa, Gior. ital. di dermat. e sif. 76:45 
(Feb.) 1935. 


The experimental researches carried out by Baccaredda seem to prove that 
thallium salts exert a specific action on the synovial fluid and synovial membranes. 
He has been able to demonstrate the presence of thallium in the synovial fluid 
and synovial tissues of rabbits by spectroscopic and chemical examinations. He 
concludes that thallium may cause toxic arthritis and not only neuritis as has 
been asserted. 


CoMPLEMENT-FIXATION TESTS IN Leprosy. G. BENETAzzo, Gior. ital. di dermat. e 
sif. 76:143 (Feb.) 1935. 


The amount of reagins in the blood serum of patients with leprosy is higher 
than that present in the blood serum of syphilitic patients. Thus a negative reac- 
tion is obtained with serum from a syphilitic patient when a dilution of 1:80 is 
reached, but a dilution of 1:5,120 is required before serum from a patient with 
leprosy gives a negative reaction. Complement-fixation tests performed with 
serum obtained from unruptured bullae gave results parallel to those obtained with 
blood serum. 


ApLastic ANEMIA DvuE To ANTISYPHILITIC TREATMENT: UNUSUAL CHANGES IN 
THE Bioop. ItTato Levy and G. Rossa, Gior. ital. di dermat. e sif. 76:177 
(Feb.) 1935. 


Levy and Robba report a fatal case of aplastic anemia, of rapid development, 
in a syphilitic patient treated with neoarsphenamine and bismuth. The drugs had 
been well tolerated before. The patient was ill only a week. The blood cell 
count a few days before death was: red cells, 560,000; white cells, 2,560; poly- 
morphonuclears, 68 per cent; lymphocytes, 30 per cent, and monocytes, 2 per cent. 
The bone marrow was yellow except for a few small pink areas which showed 
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practically no reaction. In spite of the high percentage of polymorphonuclears 
the authors consider the case one of aplastic anemia. 


Tue “OpstTAcLE PHENOMENON” IN DERMOSYPHILOPATHIES. F. FRANcHI, Gior. 


ital. di dermat. e sif. 76:359 (April) 1935. 


Under this rather peculiar name, Donaggio reported in 1931 the inhibition, 
under certain conditions, of the precipitation of a solution of thionin by the urine 
or spinal fluid. The reaction is based on the property of a solution of ammonium 
molibdate to precipitate thionin from its solutions. In certain pathologic conditions 
this precipitation is inhibited when urine or spinal fluid is added to thionine. Franchi’s 
article gives a detailed description of the technic of the reaction, too lengthy to 
be abstracted here, and a review of the pathologic conditions in which the reaction 
may be of value. The “obstacle phenomenon” is positive in cases of florid secondary 
syphilis. In cases of exudative dermatoses, such as eczema and dermatitis herpeti- 
formis, this test may also prove of value for diagnosis and prognosis. 


ACNE AND TuBERCULOsIS. F. SEeBASTIANI, Gior. ital. di dermat. e sif. 76:393 
(April) 1935. 
This investigation was carried out on twenty-three patients suffering from acne 
vulgaris. Cultures of blood and urine in Léwenstein’s medium gave negative 
results in each case. These results seem to contradict those published by Ramel 
and other authors on the high incidence of tuberculous bacillemia in cases of acne. 


Parpo-CasTeL_Lo, Havana, Cuba. 


BALANITIS SyYPHILITICA. JENO FoLLMANN, Dermat. Wchnschr. 99:1558 (Dec. 1) 
1934. 


Follmann reports the case of a patient with an erosive balanitis and an asso- 
ciated inguinal adenopathy. There was no induration. The dark-field examination 
showed large numbers of organisms (Spirochaeta pallida) in the serum. The con- 
dition is to be considered as an unusual form of the primary lesion of syphilis. 


Tue INHIBITORY ACTION OF ANTIVIRUS AND THE USE OF ANTIVIRUS THERAPY IN 
Furuncu.osis. E. M. L&vine, J. M. Lévine, M. M. Lévine and M. S. 
RaBinovitcH, Dermat. Ztschr. 70:202 (Dec.) 1934. 


The staphylococcus filtrate made after the method of Besredka was used in this 
series of experiments. Counts of staphylococci were made on the skin of fifteen ' 
persons without staphyloderma and on that of twelve patients with diffuse furuncu- . 
losis. The skin of patients with furunculosis showed higher counts than that of 
normal persons. A compress of the Besredka filtrate was applied for one or two 
days, and the counts were repeated. In each instance the results were materially 
lower. A series of patients with furunculosis and hidradenitis were treated with 
application and local intradermal injections of the filtrate. The course of the 
disease was shortened, especially in patients with a well localized infection. 


STAPHYLOGENOUS IMPETIGO CONTAGIOSA. STEPHAN Epstein, Dermat. Ztschr. 
70:328 (Feb.) 1935. 


On the basis of cultural investigations in 1,763 cases of the various pyodermas 
Epstein concludes that streptococci may often be secondary invaders to a staphylo- 
coccus which is pathogenic. In 146 of 205 cases of impetigo contagiosa clinically 
apparently due to staphylococci, he cultured staphylococci alone; in 56, staphylo- 
cocci and streptococci, and in 1, streptococci alone. In two cases he obtained no 
growth. In 113 cases of impetigo which clinically seemed due to streptococcic 
infection he cultured staphylococci in only 20 cases, staphylococci and streptococci 
in 87 and streptococci alone in 6. 
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A Peculiar INTRADERMOID ADENOID NEvuUS SYSTEMATICALLY ARRANGED ON THE 
Ricot Lec. M. CuruscutscHow, Dermat. Ztschr. 71:19 (March) 1935. 


A woman, aged 31, first noted the growths on the right leg four years before 
consulting a physician. They multiplied rapidly for one and one-half years, extend- 
ing onto the right thigh. In the following two and one-half years they did not 
change. There were 342 of these tumors. Histologic examination revealed an 
intra-epidermal growth of endothelial cells with a glandular arrangement. The 
structure did not suggest a hidradenoma. Taussic, San Francisco. 


INTRACUTANEOUS REACTIONS WITH Ecc Wuite, Ecc Cow’s MILK. 
M. Mryazak1, Hifu-to-Hitsunyo 3:158 (April) 1935. 


In 168 patients past school age aqueous extract of egg white was injected intra- 
cutaneously into the outer surface of the upper arm, producing a positive (allergic) 
reaction in 8 (4.76 per cent). Egg yolk injected under identical circumstances 
produced positive reactions in 3 (1.79 per cent), and cow’s milk gave positive 
results in 4 (2.38 per cent), of the cases. All three extracts produced positive 
reactions in the same patient only once (0.59 per cent). The Storm allergen gives 
a positive reaction more frequently than did the substances used in Miyazaki’s 
experiment and is therefore considered a better reagent in testing for allergy. 
The Storm allergen also gives a more marked reaction in the allergic diseases of 
the skin. 

From the author’s experience he believes that there frequently is present, in 
addition to the positive reactions to such extracts, a polyvalent, nonspecific cuta- 
neous supersensitivity toward various other allergens. 


A CASE oF SARCOMATOSIS CuTIS. K. Kitamura and N. Tanag, Jap. J. Dermat. 
& Urol. 37:279 (March) 1935. 


A 69 year old fisherman had suffered since childhood from attacks of fever 
and swelling of the scrotum. During the two years preceding the study of the case 
numerous roughly symmetrical tumors developed under the skin; these were most 
pronounced about the principal groups of lymph glands. They started as reddened 
areas and subsequently enlarged to the size of a goose egg; then they either broke 
down, discharged pus, shrank and disappeared or later began to enlarge again 
(recurrence). 

The microscopic picture of a heterotypic granuloma with fatty degeneration 
of the older tumors, later perhaps recurring with the picture of a simple round 
cell sarcoma, and some dilatation of lymph vessels and spaces and round cell 
infiltration were about all that could be determined. 

Radium and high voltage roentgen therapy produced some remarkable results, 
but surgical intervention was resorted to in order to obviate the inconvenience of 
the huge scrotum, the hematocele and hydrocele and the retracted penis. 

Although Filaria was not demonstrated, the organism was suspected of having 
played a part in producing the condition. 

Illustrations representing the tumors accompany the article. 


Tue Gastric SECRETIONS OF PATIENTS WITH Leprosy. H. S. Ler, Jap. J. Dermat. 
& Urol. 37:417 (April) 1935. 


Studies on the gastric acidity of 311 patients with leprosy were carried out 
during fasting, after an Ewald test meal and one hour later in an effort to deter- 
mine whether leprosy of the skin has any effect on the gastric secretions. A total 
acidity of from 40 to 60 was regarded as normal, and for the determinations of 
free acidity, the normal limits were placed at from 20 to 40. From these studies 
it was concluded that hyperacidity occurs seldom, and anacidity and hypo-acidity 
are frequent, in patients with leprosy. A normal acidity frequently persists for 
the first few years after the onset of the disease, but later the tendency to anacidity 
and hypo-acidity becomes progressively more pronounced. 
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A CASE oF EctHYyMA GANGRAENOSUM CACHECTICORUM PRODUCING A DESTRUCTIVE 
ULCERATION OF THE CRANIAL Bones. T. Axkima, Jap. J. Dermat. & Urol. 
37:470 (April) 1935. 


A 3 month old girl had fever and an exanthem; later erythematous areas 
appeared and subcutaneous infiltration, suppuration and finally ulceration developed. 
The ulcers in the right temporal region became confluent, forming a single huge 
ulcer half the size of the palm and finally exposing a section of the skull. At the 
same time like ulcers with sharply cut, steep borders developed on the sacral and 
occipital region, on the lips and on the labium majus. A section of bone was 
finally extruded from the temporal region, and the ulcers, including that of the 
temporal region, eventually healed, leaving much scarring. 

Cases such as this, not only involving the subcutaneous and muscular tissues 
but actually reaching down and involving the bone, are extremely rare and have 
not been observed before in Japan. 

From the pus of the diseased foci Bacillus pyocyaneus and Staphylococcus 
aureus were isolated on agar culture mediums. 


A Case or EryrHemMa ANNULARE CENTRIFUGUM (Darrer). M. Moronata, 
Jap. J. Dermat. & Urol. 37:559 (May) 1935. i 


Motohata reports the case of a housewife, aged 44, who for ten years had 
intermittent attacks of an irregularly spreading erythema. The attacks started 
without apparent cause; they occurred usually in warm, cloudy weather, and 
one started about the bite of some insect. They were initiated by the appearance 
of bright red papules which spread and coalesced, developing into erythematous 
plaques which at times attained the size of the palm. The process spread from 
the periphery in the form of a dark red to purplish, slightly elevated advancing 
border and tended to clear up again from the center. The contour of the original 
lesion could frequently be made out for a considerable period after the eruption 
had disappeared, for it left a slight residual pigmentation. The lesion cleared up 
in about two weeks. 

Except for some edema of the prickle cell layer, capillary dilatation and mild 
perivascular round cell infiltration of the papillae and adjacent cutis, the histologic 
picture of the specimen excised was practically normal. 

Motohata claims to have obtained good therapeutic results with ultraviolet 
irradiation of the lesions and injections of autoserum. 

Excellent photographs are given. 


CONTRIBUTION TO THE EXPERIMENTAL STUDY OF THE SUGAR CONTENT OF THE SKIN. 
IV. SuGar CONTENT OF THE SKIN IN CONDITIONS OF ASPHYXIA. E. TosHIMA, 
Jap. J. Dermat. & Urol. 37:570 (May) 1935. 


This is the fourth of a series of communications concerning the sugar content 
of the skin. Abstracts of the first and second communications have been published 
previously (ArcH. Dermat. & SypuH. 30:447 [Sept.] 1934; 31:714 [May] 1935). 
In the present study a rubber ice-bag was secured about the head and neck of a 
rabbit so as to cut off the access of outside oxygen to the respired air in the bag. 
The bag was left in place until the rabbit showed signs of collapse (this occurred 
after about thirty minutes) and was immediately removed. Meanwhile and there- 
after specimens of blood and of skin were removed at intervals of fifteen, thirty, 
forty-five, sixty, ninety, one hundred and twenty, one hundred and fifty, one 
hundred and eighty minutes, and the determinations of the sugar content were made 
as in previous studies. The curves in the graphs constructed from these determina- 
tions showed a general tendency to increase sharply and then dropped back toward 
normal during the first hour but did not return to normal before the second or 
third hour. However, in many cases there were variations from this composite 
curve, when either the curve for the blood sugar or that for the skin sugar, 
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renouncing its parallelism with the other, dropped back irregularly to or below 
the base line (line for the normal content) at any stage of the experiment. 


AGRANULOCYTOSIS DUE TO ARSPHENAMINE ARISING FROM TREATMENT OF NICOLAS- 
Favre Disease. T. Mortkawa, Jap. J. Dermat. & Urol. 37:590 (May) 1935. 


In an unmarried man a painless swelling of the right inguinal lymph glands 
developed after venereal exposure. He received two injections of 0.4 Gm. of 
neoarsphenamine at intervals of eight days. Three days later fever and a general- 
ized scarlatiniform rash developed. Symptoms common to one or the other of the 
syndromes commonly classified under agranulocytosis (hemorrhagic diathesis, 
gangrenous areas in the mouth and throat, extreme collapse, anemia, delirium, 
vomiting, ileus, absence of granulocytes) developed; the patient became progres- 
sively worse and died ten days after the onset. The Frei test could not be satis- 
factorily completed because of the premature death of the patient, but the clinical 
and histologic evidence pointed to the condition’s being lymphogranuloma inguinale. 

At autopsy, in addition to the usual changes observed in acute cases of this 
disease (cloudy swelling of organs, exhaustion of lipoids of the cortex of the 
adrenal glands) there were found an urticarial rash on the trunk, petechiae in the 
mucous and serous membranes, blood clots about the mouth (bleeding from the 
gums), ulcerogangrenous areas throughout the gastro-intestinal tract and mouth 
and hemorrhagic areas and gangrene of the anterior third of the tongue. The bone 
marrow of the femur was gelatinous in appearance, showing minimal erythropoiesis 
and some myelocytes, myeloblasts and megalokaryocytes but no granulated cells. 
In the spleen and right inguinal lymph glands were areas of necrosis, the necrotic 
areas in the inguinal lymph glands extending beyond the capsule of the gland into 
the surrounding tissues. In the remaining areas of the lymph glands the normal 
structure of the glands was entirely lost, the cellular constituents being histiocytes 
or epithelioid cells, a few leukocytes and a few large cells resembling Sternberg 
giant cells. 


CHANGES INDUCED BY THE SPIROCHAETA Morsus Muris IN THE EYELID OF THE 
Mouse. Y. Ozekt, Jap. J. Dermat. & Urol. 37:615 (May) 1935. 


Spirochetes of rat-bite fever obtained from human sources were injected into 
the peritoneal cavities of mice, and the changes in the tissues of the eyelids were 
studied by means of hematoxylin and eosin and the Levaditi stain. Unlike Spiro- 
chaeta pallida Spirochaeta morsus-muris seems unable to invade epithelial struc- 
tures; it confines its activities to the skin, largely to the deeper layers of the 
cutis and the subcutaneous fatty tissues in the regions richly supplied by lymph 
and blood vessels. The perivascular plasma cell infiltrations so characteristic of 
the action of S. pallida are absent; the infiltrations produced by S. morsus-muris 
are largely made up of connective tissue cells and round mononuclears with an 
admixture of few plasma cells and an occasional mast cell. There were no giant 
cells in the specimens examined. Ozeki expresses the belief that S. morsus-muris 
is transported from the peritoneal cavity by way of the blood and lymph streams 
throughout the entire body and, adhering to the walls of the vessels at points where 
the current is slowed by branching, penetrates the walls, especially those of the lymph 
vessels, and grows and multiplies in the surrounding connective tissues, producing 
cellular infiltrations. The Levaditi stain shows that the distribution of the 
spirochetes corresponds essentially with that of the infiltrative processes; this 
interferes with the nutrition of the neighboring structures and produces swelling, 
edema and ptosis of the eyelid and alopecia. Of course, the lengthy febrile course 
(fifty-eight days) of the disease in the mouse and the marked marasmus which 
appears before the developing defense processes in the body of the mouse turn the 
tide toward recovery probably add materially to the development of the char- 
acteristic alopecia. 

Photographs are given. J. W. Brennan, Chicago. 
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An Unusuat Septic EXANTHEM ON THE SKIN AND Mucous MEMBRANES: 
DIFFERENTIATION FROM THE “LocAL” AGRANULOCYTOSIS. ARNOLD HAENEL, 
Acta dermat.-venereol. 15:453 (Oct.) 1934. 


Haenel describes the case of a man suffering from a dyshidrotic type of 
eczema in whom there developed, while he was in the hospital, a papulopustular 
generalized eruption accompanied by high fever, pains in the joints and a systolic 
murmur. Microscopically the fresh efflorescences showed an almost complete 
absence of polymorphonuclear leukocytes; later they changed gradually into flat 
necrotic ulcerations. The patient died two months after the appearance of the 
eruption. Haenel discusses the differential diagnosis of malleus, cutaneous diphtheria 
and tuberculosis ulcerosa. The possibility of agranulocytosis is discussed. Because 
the blood count did not confirm this diagnosis the author considers the possibility 
of “local” agranulocytosis of the skin and mucous membranes. Owing to a 
hematogenous bacterial invasion and lowering of the body resistance the primary 
lesions changed into cachectic ulcerations. AstracHan, New York. 
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Society Transactions 


ATLANTIC DERMATOLOGIC CONFERENCE 
R. H. Ruttson, M.D., Secretary 
New York, Nov. 17, 1934 
Frep Wise, M.D., Presiding 


Pituitary BAsopHILISM (CUSHING) wiITH TyPICAL CHANGES IN THE SKIN 
(PLETHORA, ADIPOSITY, PuRPURIC STRIAE ATROPHICAE, ACROCYANOSIS AND 
HirsvutisM). Presented by Dr. J. GArpNeR Hopkins, New York. 


Miss R. S., a Jewish woman aged 33, is presented from the Vanderbilt Clinic, 
with a condition of seventeen years’ duration. She was admitted to the Vanderbilt 
Clinic in 1923 for treatment of verrucae. At that time most of the present signs 
were present but in a less marked degree than now. 

The patient was presented by Dr. Paul Gross before the Section on Dermatology 
of the New York Academy of Medicine in April 1929 (Arch. Dermat. & Syph. 
21:480 [March] 1930), with the diagnosis of poikiloderma-like changes of the skin 
associated with symptoms suggestive of involvement of the pituitary gland, probably 
a tumor. After further study the case was described by Dr. Irving Pardee (Arch. 
Neurol. & Psychiat. 31:1007 [May] 1934) as one of a basophilic syndrome of the 
pituitary gland. Dr. Harvey Cushing in discussing the article agreed with the 
diagnosis. 

The patient’s symptoms are: increase in weight, annoying increase in the size 
of the abdomen, diminished acuity of hearing and sight, marked headache with 
sense of pressure in the vertex, mental and physical lethargy, swelling of the face 
and hoarseness. General examination showed small stature, obesity of the trunk, 
markedly pendulous breasts, marked enlargement of the abdomen, male distribution 
of hair, kyphosis and sparseness and dryness of the hair of the scalp. The pulse 
rate was 80 per minute, and the blood pressure was 190 systolic and 90 diastolic. 
Exophthalmos was present. 

The skin is dry and flabby. There is marked telangiectasia of the cheeks, and 
the skin of the left cheek is hard. The breasts, abdomen, buttocks and thighs show 
marked telangiectasia. There are linear telangiectatic striae on the sides of the 
abdomen. There is apparent atrophy in the telangiectatic areas. The lesions 
simulate poikiloderma. There is acrocyanosis. 

The sugar content of the blood was 83 mg. per hundred cubic centimeters. The 
blood count showed 5,130,000 red cells, 100 per cent hemoglobin, and 10,200 white 
cells with 70 per cent polymorphonuclear leukocytes and 26 per cent lymphocytes. 
The metabolic rate was —19 per cent in 1923, —15 per cent in 1929 and —6 
per cent in 1931 after administration of thyroid. The urinalysis and the Wasser- 
mann test gave negative results. Roentgenograms showed diffuse decalcification 
of the skull but no evidence of tumor of the sella turcica. A biopsy on material 
from the scalp showed degeneration of collagen and telangiectasia; one on material 
from the leg showed marked atrophy of the epidermis and telangiectasia. 


DISCUSSION 


Dr. SamMueEL M. Peck, New York (by invitation): This dermatologic picture 
is of great interest because of the marked resemblance of this patient’s condition 
to the picture described by Bloch as dyshormonal dermatosis. In his cases there 
were also polyglandular deficiencies, especially as far as the sex glands were 
concerned. There is a striking resemblance to the changes seen in poikiloderma. 


SOCIETY TRANSACTIONS 941 


Dr. Marion B. Sutzpercer, New York (by invitation): I agree with what 
Dr. Peck has said. My first thought on seeing this patient was that as far as 
the facies and the cutaneous changes are concerned her condition is strikingly 
similar to that described by Bloch and Stauffer under the title “Dyshormonal 
Dermatoses” (Arcu. Dermat. & SypH. 19:22 [Jan.] 1929). Since that article was 
published I have seen three such cases in America, two of which occurred in 
brothers. Even the facial expression and the general characteristics of patients 
with that condition are identical. The cutaneous changes are poikiloderma-like 
and sometimes scleroderma-like. 


A Case For D1acnosis (GRANULOMA ANNULARE?). Presented by Dr. Hans J. 
Scuwartz, New York, and Dr. J. FRANK Fraser, New. York. 


P. G., a Russian Jewish woman aged 42, is presented from the New York 
Hospital (Cornell Medical Center) because of an eruption of four years’ duration 
involving the right arm, right breast, abdomen, inguinal region, thighs and dorsa 
of the feet. There is no history of any previous dermatosis. The patient’s gall- 
bladder was removed eighteen years ago. She has had diabetes for the past 
thirteen years and has maintained a strict diet and received variable doses of 
insulin during that time. Two years ago sinusitis developed which still troubles 
her at times. 

General examination gave essentially negative results. Careful examination 
of the lungs has revealed no disease. Roentgen examination of the lungs has given 
negative results. The reaction to the Mantoux test performed with 1 cc. of a 
1: 100,000 dilution of old tuberculin was 1 plus; there were: edema, 3 mm.; 
raised surfaces, 0.5 mm.; redness, 18 mm. 

The patient was admitted to the clinic for cutaneous diseases on Sept. 25, 1934, 
complaining of a generalized eruption which started four years ago with lesions 
on the dorsa of the feet. From that time until now new lesions have appeared 
on the thighs, trunk and right arm at infrequent intervals. There have been no 
subjective symptoms. None of the lesions have disappeared. The patient took a 
great deal of “Feenamint” until about a year ago. She has taken no laxatives 
except compound powder of glycyrrhiza since then. There is no history of other 
medication except that with insulin. 

The most pronounced lesions are located on the abdomen. They consist of 
purplish erythematous plaques varying in size from about 0.5 to about 15 cm.; 
some of those plaques are confluent. Some of them show a tendency toward 
clearing in the center, and some have a slightly infiltrated papular border. The 
inguinal and crural involvement presents an irregular border with no formation 
of papules, less erythema and a rather pigmented appearance. The lesions on the 
dorsa of the feet are faint and rather irregular in outline. The most recent involve- 
ment, which is of about two weeks’ duration, consists of diffuse purplish erythema 
on the right breast. 

The Wassermann test of the blood and Kline (diagnostic) tests gave negative 
results. The blood cell count showed 4,710,000 erythrocytes, 95 per cent hemo- 
globin, a color index of 1 and 8,700 white cells with 73 per cent polymorphonuclear 
leukocytes, 18 per cent lymphocytes and 5 per cent monocytes. A blood smear 
showed no abnormalities. The icteric index was 8.8. The sugar content of the 
blood varied from 111 to 500 mg. per hundred cubic centimeters, and the cholesterol 
content varied between 237 and 250 mg. Urinalysis showed a faint trace of 
albumin and variably negative and positive reactions for sugar. 

Sections taken from papular lesions on the abdomen showed the following 
histologic picture: There were collections of cells which appeared to be destroy- 
ing the collagen fibers. In places these cells were collected in masses which 
suggested tubercle formation. Epithelioid cells and giant cells were present in 
some of the sections. 

The histologic diagnosis was deferred, but the possibility of some form of “id,” 
possibly a tuberculid, was suggested. 
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DISCUSSION 


Dr. L. W. Ketron, Baltimore: I wish to suggest the diagnosis of granuloma 
annulare. I have had the opportunity to study two somewhat similar cases, in 
both of which there were erythematous patches of the same character as those 
presented by this patient. Some of the patches, however, presented around the 
edges small whitish nodules of the type that one sees in cases of granuloma 
annulare. The histologic picture also suggested that condition although there were 
none of the large areas of necrosis with a palisade arrangement of cells around it. 
I do not know whether a biopsy was made on the patient presented today, but I 
wish to call attention to the fact that in cases of granuloma annulare one does 
not always find the typical histologic changes described in textbooks. Latterly I 
have looked over sections obtained in fifteen or twenty cases of granuloma annulare, 
and few of them showed the necrotic areas so typical of that condition. Of course, 
it is possible that if enough material were examined, one would always find such 
changes, but it must be remembered that the diagnosis of that disease cannot always 
be limited to cases in which the histologic material available presents this char- 
acteristic feature. 

Dr. E. W. ABprAMowIt1z, New York (by invitation) : I wish to suggest that this 
case may be one of a superficial type of sarcoid and that further investigation for 
evidence of leprosy should be made. 

Dr. J. FRANK FRASER, New York: My co-workers and I were unable to arrive 
at a diagnosis in this case. All I could see in the section was destruction of the 
collagen fibers by cells which were largely, I thought, reticular cells, and in places 
these cells were collected into masses which suggested tubercle formation. A few 
giant cells were seen in some of the sections. I think that Dr. Ketron’s views 
are worthy of consideration. In regard to Dr. Abramowitz’ suggestion, there is 
no evidence of disturbance of sensation, and there were no lepra cells or other 
histologic evidence of leprosy in the sections. 


A Case For Diacnosis (Lupus EryTHEMATOSUS DISSEMINATUS?). Presented 
by Dr. Georce M. MacKee, New York. 


M.S.,an American woman aged 59, is presented from the Skin and Cancer Unit 
of the New York Post-Graduate Medical School and Hospital. The patient 
attended the clinic on Sept. 13, 1934, and stated that the eruption had begun one 
year previously, after the skin had been exposed to sunlight. The eruption involves 
the scalp, the face, the trunk, the upper and lower extremities and the dorsal and 
palmar surfaces of the hands. It is violaceous, and in some places it is dry, red 
and slightly scaly. There are areas of atrophy, depigmentation and pigmentation. 
There are many areas of telangiectasia scattered over the involved areas, and there 
is considerable alopecia. General examination showed mild hypertension with a 
blood pressure of 164 systolic and 84 diastolic and moderate arterial sclerosis. 

Several urinalyses have given normal results. The basal metabolic rate was 
10 per cent above normal. On Sept. 12, 1934, the complete blood count showed 
3,570,000 red cells, 78 per cent hemoglobin and 5,500 white cells, with 72 per cent 
polymorphonuclear leukocytes, 1 per cent eosinophils, 6 per cent monocytes and 
21 per cent small and large lymphocytes. On Sept. 24, 1934, the blood count 
showed 3,720,000 red cells, 88 per cent hemoglobin and 6,000 white blood cells, 
with 63 per cent polymorphonuclear leukocytes, 6 per cent eosinophils, 1 per cent 
basophils, 7 per cent monocytes and 23 per cent small and large lymphocytes. 

On Sept. 24 and on Oct. 1, 1934, the histologic picture suggested a toxic 
erythema. No diagnosis could be made. 

Up to the present time the patient has received eight intramuscular injections 
of bismuth subsalicylate, and improvement has occurred. She was in the hospital 
from Sept. 10, to Oct. 1, 1934. 

DISCUSSION 


Dr. E. W. AsramMowitz, New York (by invitation): This case is extremely 
interesting because the histologic diagnosis does not conform at all to the clinical 
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findings. There are some lichenoid atrophic lesions and also atrophy, follicular 
gaping and scaling suggesting lupus erythematosus. Two biopsies showed the 
picture of toxic erythema. The patient has now received eight intramuscular 
injections of bismuth subsalicylate, and there is remarkable improvement, as demon- 
strated by the subsidence of the erythema, development of pigmentation and a 
much improved general condition. 

Dr. Frep Wise, New York: I had an opportunity to observe this patient for 
a few days at the New York Post-Graduate Medical School and Hospital, and 
in a good light I was able to see numerous patches that resembled the so-called 
lichenoid scleroderma, a condition similar to the one which Shelmire and I 
described several years ago (ArcH. Dermat. & Sypn. 18:179 [Aug.] 1928). I 
believe that the histologic picture is misleading because the section was taken from 
an erythematous rather than from a sclerodermic area. Today my impression on 
examining some of the patches on the anterior part of the chest was that the 
condition is an atrophying scleroderma diffusum. 


DERMATOFIBROSIS LENTICULARIS DISSEMINATA? (FIBROMAS AND ATROPHIA 
MacuLosa Cutts). Presented by Dr. Frep Wise, New York. 


E. S., a Jewish man aged 55, born in Hungary, is presented from the Skin 
and Cancer Unit of the New York Post-Graduate Medical School and Hospital 
because of an eruption on the glans penis, the posterior surface of the thighs, the 
buttocks, the hands and the feet. 

One or two soft papular lesions appeared on the glans penis ten years ago. 
A few new lesions have appeared insidiously since that time on the aforementioned 
regions; some of these lesions have flattened and atrophied. Examination shows 
on the glans penis eight elevated hemispheric, rather soft tumors varying from 
the size of a lentil to that of a small pea the color of which approximates that 
of the normal surrounding skin. (The part of the left side of the glans showing 
a loss of tissue is the site from which material was removed for a biopsy.) The 
lesions are not painful or tender. Distributed on the buttocks and on the back of 
the thighs are numerous scattered lesions in various stages of evolution. Some 
are papular elevations; some are flattened papules; others seem to be atrophic 
remains of previously active papular lesions. There is no clinical evidence of 
ballooning of the elevated lesions or of a “buttonhole-like” feel to palpation, such 
as is present in cases of atrophia cutis maculosa or of Recklinghausen’s disease. 
Within recent months new papular lesions have appeared on the hands and feet. 
There are no subjective symptoms. Roentgen therapy has had no appreciable 
effect on the papules. 

General examination gave negative results. Roentgenograms of bones of the 
skull, trunk and extremities showed no changes. There were discrete central 
and parenchymal fibrocalcific nodules in the lungs suggesting healed tuberculosis. 

Microscopic examination of a section from the glans penis showed that the 
entire cutis was composed of collagen fibers, which in some parts were swollen 
and appeared almost homogeneous and in other parts were fragmented and 
separated. There were many dilated blood and lymph vessels. The vascular walls 
were thickened, owing chiefly to proliferation of the external coat. There was 
absence of elastic tissue and of any inflammatory process. The picture was that 
of a soft fibroma containing numerous dilated blood and lymph vessels. 


Note.—Subsequent study revealed atrophia maculosa cutis preceded by fibromas, 
the latter being present on the glans penis. 


DISCUSSION 


Dr. J. GARDNER Hopkins, New York: I have never seen a case of this con- 
dition, but Dr. Ollendorf-Curth, who is now at the clinic with which I am asso- 
ciated, first described the disease in collaboration with Burchke. I think that all 
previous cases have shown osteopoikilotic changes in the bones. Apparently the 
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lesions were much smaller and less conspicuous than those in Dr. Wise’s case. 
There were numerous minute, rather lenticular lesions lying deep in the skin. 

Dr. Frep Wisr, New York: The reason for the question mark following the 
diagnosis is that roentgen examination of all the bones of the skeleton proved 
them to be normal. 

Dr. Frep D. Weinman, Philadelphia: I think that in many cases one sees 
a forme fruste expression of this condition, that is, just three or four nodules 
without any characteristic distribution. It is generally difficult to decide whether 
the nodules are fibrosarcomas or some form of keloid. The lesions may have 
some relationship with Recklinghausen’s disease; in part, the fact that there are 
associated changes in the bones lends additional weight to that consideration. 
Many of the considerations applying to Recklinghausen’s disease hold good for 
this disease. 

Dr. Frep Wise, New York: In closing, I wish to point out that some of the 
lesions which this patient presents have sprung up in the last two weeks, which 
is somewhat opposed to the diagnosis of Recklinghausen’s disease but does not 
absolutely invalidate it. The patient has new lesions on the hands and feet, which 
have appeared since he has been under observation. These lesions become atrophic 
but do not exhibit any cigaret-paper wrinkling such as is present in cases of the 
anetodermia of Jadassohn. 


MALIGNANT SyPHILis. Presented by Dr. George M. MacKee, New York. 


W. W., an American man aged 27, is presented from the Skin and Cancer 
Unit of the New York Post-Graduate Medical School and Hospital because of 
an eruption involving the nose and the inner surface of the right arm, of fourteen 
months’ duration. 

The patient states that he had a penile lesion in August 1933. There was no 
secondary eruption and no sore throat. He received fifty intravenous and fifty 
intramuscular injections from his family physician. The lesion on the penis did 
not disappear until after two months of treatment. During a period of rest from 
treatment a lesion occurred to the left of the scar resulting from the primary lesion. 
That lesion was larger than the original one. In December 1933, when the penile 
lesion disappeared, the patient noticed a foul odor coming from his nose and went 
to a clinic where he was being treated for sinus trouble. The septum was being 
gradually destroyed and came out piecemeal. Two months ago he was given 
malaria therapy, but no improvement of the local condition resulted. The patient 
has been gradually getting worse in spite of intensive treatment. He was admitted 
to the clinic and hospitalized on Noy. 12, 1934. 

In August 1933 the Wassermann reaction of the blood was 4 plus. Dark-field 
examinations of material from the penile lesion gave negative results on two occa- 
sions. On Nov. 9, 1934, the Wassermann reaction of the blood was 4 plus. 

The nose is enlarged, swollen and red. The septum is entirely destroyed. The 
floor and the inner surface of the nose are ulcerated and sloughing. <A foul purulent 
discharge is being constantly emitted. The patient suffers excruciating pain. On 
the inner surface of the right arm there is an oval ulcerated lesion which has been 
present for six months. There is an erythematous and scaly lesion on the left 
infraclavicular area which has been present for about three months. All the finger- 
nails are deformed, showing transverse ridges and pits. The nail of the left ring 
finger is missing as a result of an accident. The toe-nails do not show these ridges. 

General examination gave negative results. A complete study including roentgen 
and serologic examinations is now being carried out. 


DISCUSSION 


Dr. Frank C. Know tes, Philadelphia: I think that the lesion on the right 
arm is factitious. As for the lesion of the upper lip, if the patient has been in the 


. 
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tropics, it could be regarded as some type of tropical sore. I think it ought to 
be examined for Leishmania or some such agent. 

Dr. VAUGHN C. Garner, Philadelphia: I have seen a similar case in a patient 
who was under Dr. Stokes’ care. That patient had lost practically the entire 
septum and tip of the nose, and he responded beautifully to intramuscular injections 
of boiled whole milk. I know that Dr. Stokes is an enthusiastic supporter of 
the use of nonspecific therapy in these cases. 

Dr. SicMuUND S. GREENBAUM, Philadelphia: I think that this is a remarkable 
case. I do not subscribe to the diagnosis of malignant syphilis. It is difficult 
to conceive of a form of syphilis which would resist the arsenicals, bismuth and the 
strongest nonspecific agent available, namely, malarial treatment. Several years 
ago my co-workers and I saw a case somewhat similar to this in which there was 
progressive necrosis of the septum of the nose, of the lip, cheek and floor of the 
nose and, in fact, complete destruction of the soft tissues of the face with a fatal 
termination in the course of about eighteen months. 

Several months ago Stewart, under the term “progressive lethal granulomatous 
ulcer,” collected about eight cases from the literature and described one of his 
own (abstr., J. A. M.,.A. 102:329 [Jan. 27] 1934). I think that this case belongs 
in the group of cases collected by Stewart rather than in that of malignant syphilis. 

Dr. Austin W. CHEEVER, Boston: I was going to say about what Dr. Green- 
baum has said. Also, it seems curious for syphilis to attack the columella of the 
nose rather than the septum above, although a number of years ago I saw one case 
in which the columella was affected; the condtiion cleared up under treatment 
with potassium iodide. I do not question the fact that the patient has syphilis, 
but I do question whether the lesions in the nose and on the arm are syphilitic. 

Dr. SAMUEL M. Pecx, New York (by invitation): There is a patient under 
observation at the Mount Sinai Hospital whose condition not only resembles that 
of Dr. MacKee’s patient but has progressed much further. That patient is a 
woman in her late forties, who has been treated for syphilis by Dr. Fordyce and 
Dr. Rosen for many years. It is needless to say that she received thorough and 
adequate treatment. About eighteen months ago there developed what was thought 
to be a gumma of the palate. Repeated biopsies have shown no malignant changes. 
In spite of all therapy, destruction was rapid and continuous, and at the present 
time the ulceration not only has destroyed the palate and part of the pharynx 
but has extended to the nose and obliterated at least one half of that structure, 
leaving a large gaping wound which is disfiguring. Antisyphilitic treatment did 
not check the progress of this destruction. The only thing which seemed to help 
somewhat was small doses of roentgen irradiation and local application of 
N-N-di-chloro-azo-di-carbonamidine in oil. Although there is no doubt in the 
minds of those treating this patient that the condition basically is syphilitic, it is 
thought that a secondary infectious process acting in symbiosis with the syphilitic 
one was responsible for the marked destruction. 

Note.—The lesions subsequently healed under vigorous antisyphilitic treatment. 


TupercuLosis Cutis. Presented by Dr. Howarp Fox, New York, and Dr. 
Epwarp R. Maroney, New York. 


N. F., a Negro aged 29, has suffered from an eruption for four years. During 
that time new lesions have constantly appeared, while some patches have become 
necrotic and have left depigmentation and scarring. The eruption involves the 
face, back of the neck, arms and trunk. It consists of papules varying in size 
from that of a pinhead to that of a split pea and showing a tendency to coalesce 
and form patches. On the face the eruption has the classic appearance of lupus 
miliaris disseminatus. Many of the superficial chains of lymphatic glands are 
enlarged. Histologic examination of a lesion from the neck showed the structure 
of tuberculosis but no tubercle bacilli. Clinical examination, confirmed by a roent- 
genogram of the chest, showed advanced pulmonary tuberculosis. 
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DISCUSSION 


Dr. JosepH V. Kiauper, Philadelphia: This patient and other patients with 
similar eruptions which one sees rather frequently at meetings of dermatologic 
societies are interesting from the standpoint of what clinical type of tuberculosis 
of the skin is represented. The eruption belongs in the category of what Dr. 
Weidman and I reported as multiple sarcoid-like granulomas of the skin of unde- 
termined nature (ArcH. Dermat. & SypnH. 12:171 [Aug.] 1925). The patient 
died of tuberculosis, and in our second report (ArcH. Dermat. & SypuH. 13:675 
[May] 1926) we recorded autopsy observations and our opinion that the eruption 
was of tuberculous origin. Volk, in the chapter on tuberculosis of the skin in 
Jadassohn’s handbook, in commenting on our case stated that he did not believe 
that proof of its tuberculous nature was established. Since our reports appeared 
a number of other cases have been reported, among others, those by Crawford 
(Arcu. Dermat. & SypH. 27:766 [May] 1933), Rauschkolb (ibid. 29:398 [March] 
1934), Nomland (ibid. 30:59 [July] 1934) and Maschkilleisson and Jakubson 
(Dermat. Wchnschr. 98:718, 1934). There is much evidence now of the tuber- 
culous nature of the eruption from this series of cases. 

It is well known that tuberculosis of the skin varies considerably. When, 
however, a variant form of eruption assumes distinctive features which are con- 
stantly maintained it begins to appear that the eruption becomes an entity. My 
co-workers and I believe that the eruption now discussed is a distinct form of 
tuberculosis occurring in Negroes. In its onset it resembles sarcoid of Boeck; 
later the following distinctive features differentiate it from sarcoid, as well as 
from other clinical types of tuberculosis: the frequent involvement of the scalp, 
the psoriasiform character of the lesions, the ulceration and the tendency of the 
lesions to follow the lines of cleavage of the skin. The histologic picture, unlike 
that of sarcoid, is that of bacillary tuberculosis as it commonly affects the viscera. 


Dr. Marion B. Sutzpercer, New York (by invitation): I think that if Dr. 
Klauder had not said what he did, my discussion would have included all his 
remarks. Since I came to America I have been impressed by the fact that there 
is a certain form of tuberculoderm occurring in Negroes which I had never 
encountered in the exclusively white patients seen in Europe. I think that this 
form of tuberculosis merits further study. I think it is not typical sarcoid or 
typical lupus but some form of cutaneous tuberculosis not accurately classified in 
the European literature. It seems to be a combination of sarcoid, hematogenous 
lupus vulgaris and lupus miliaris disseminatus. I think that Negroes have a 
peculiar reaction to the tubercle bacillus and exhibit this form with great regularity. 
Studies of the lungs and of the bones, of the reaction to tuberculin and of the 
results of inoculations of animals are necessary, and the carrying out of such 
studies appears to be worth while in order to fit this type in its proper place in 
the classification of the tuberculoderms. 

Dr. Joun G. Downtnc, Boston: At one of the meetings in Boston I presented 
a patient, a man, who had annular lesions on the face resembling a syphilid. 
Repeated blood tests had given negative results; antisyphilitic treatment did not 
improve the condition, and the lesions persisted. The case resembled one described 
by Crawford under the title “Cutaneous Nodulodiscoid Tuberculosis of Anergic 
Type with Development into Active (Allergic) Pulmonary Tuberculosis” (Arcu. 
Dermat. & SypuH. 27:767 [May] 1933). 

Dr. L. W. Kertron, Baltimore: There are many cases of this kind in Baltimore 
and in Washington, D. C. As Dr. Klauder said, the disorder certainly is a clinical 
variety which one cannot classify with the other well known types of tuberculosis. 
The histologic picture in most of the cases is that of lupus, although my co-workers 
and I have examined material from one patient in which it was that of sarcoid. 
A general dissemination of the lesions was not observed in all our cases. We 
have found variable reactions to tuberculin and no consistent internal involvement. 


Dr. Frep D. WetpMAN, Philadelphia: I think three patients with this condi- 
tion were shown this afternoon, two by Dr. Fox and Dr. Maloney and one by 
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Dr. Bechet. This case was similar to the one which Dr. Klauder and I described. 
Dr. Bechet’s case was that of a man who had perhaps four or five lesions in all, 
of which only one, on the cheek, showed evidence of ulceration. He stated definitely 
that pus had exuded from it. I emphasize this point because the ulceration may 
be the outstanding clinical characteristic separating these cases from those of 
Boeck’s sarcoid. Another characteristic is the presence of a hard lymphadenopathy. 
This was invariably present in all the cases Dr. Klauder and I have observed. In 
the earliest stages, however, the ulcerations may not appear. The lesions then 
are psoriasiform; indeed, in the original case described by Dr. Klauder and me 
the condition was first diagnosed as psoriasis. The patient was then presented 
at a meeting of the Philadelphia Dermatological Society, where there was a differ- 
ence of opinion; some of the members thought that the lesions were a stage of 
secondary syphiloderm. Those are the two conditions with which this form of 
tuberculosis is most easily confused. 

Dr. L. W. Ketron, Baltimore: I do not want Dr. Weidman’s impressions to 
dominate the picture of this type of tuberculosis. The cases to which I refer 
do not correspond to the ones to which he refers. In the first place, in our cases 
enlargement of the superficial lymph glands was not usually present. Secondly, 
there was no ulceration. Some of the lesions spread by central clearing and scar 
formation; others seemed to persist for long periods without any change and 
may have been nodular or linear. 

Dr. Frep D. Wetman, Philadelphia: I agree that Dr. Ketron is speaking 
about a different entity. May I ask Dr. Ketron if he referred to the miliary lupoid 
of Boeck? 

Dr. Epwarp R. Matoney, New York: I agree with the points advanced by 
several of the members today, particularly with the suggestion of Dr. Klauder 
and Dr. Sulzberger that these cases belong to a particular group. Many cases of 
a similar disorder are seen in New York, particularly among Negroes, and I 
think that the condition is a form of tuberculosis and an entity that occurs in 
members of that race. This patient has different types of lesions, some of which 
look like diffuse miliary lupus. There are enlarged lymph glands. This patient 
also has active pulmonary tuberculosis. The tuberculin test was negative. So 
many cases are seen in this region that I agree that this condition represents a 
definite type of tuberculosis of the skin. 


TusBercuLosis Cutis. Presented by Dr. Howarp Fox, New York, and Dr. E. R. 
Matoney, New York. 


A. R., a Negress aged 28, was presented at a meeting of the Manhattan 
Dermatologic Society (ArcH. Dermat. & Sypu. 30:321 [Aug.] 1934). Since 
that presentation roentgenograms of the lungs have shown the following picture: 
interstitial changes, fibrosis at the roots and throughout both lungs, clear apexes. 
No changes were revealed by roentgenograms of the bones. The tuberculin test 
with a 1: 10,000 dilution was positive. The blood count was normal. The Wasser- 
mann test was performed repeatedly, but serum was anticomplementary. The sedi- 
mentation rate of the blood was markedly accelerated. 


DISCUSSION 


Dr. Frep D. Wer1pMan, Philadelphia: I think that this condition belongs in 
the group of ulcerative sarcoid previously discussed. 


NopuLar SypuHitip OccurrING DuriInc ANTISYPHILITIC TREATMENT. Presented 
by Dr. Howarp Fox, New York, and Dr. E. R. Maroney, New York. 


H. S., a man aged 30, was presented by Dr. Harry C. Saunders at the meeting 
of the Section of Dermatology and Syphilology of the New York Academy of 
Medicine on Nov. 6, 1934 (ArcH. Dermat. & Sypu. 31:891 [June] 1935). 
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DISCUSSION 


Dr. Howarp Fox, New York: This patient undoubtedly has syphilis, as he 
had a typical maculopapular syphilid and a positive Wassermann reaction of the 
blood eight months ago. There is also apparent evidence that he had tuberculosis 
of the bones in early childhood. The question of diagnosis now concerns the 
groups of dull-colored nodules which appeared during the course of antisyphilitic 
treatment. Previous to their appearance the patient had received six injections 
of neoarsphenamine and an equal number of injections of a bismuth preparation. 
The administration of neoarsphenamine was discontinued because of severe nitritoid 
reactions. The treatment was then continued with bismuth and mercury. In our 
opinion this eruption is syphilitic, and this belief is strengthened by the fact that 
the histologic observations show characteristic changes in the blood vessels. The 
opinion of Dr. Riordan was confirmed by Prof. Alexander Fraser. 

Dr. JosepH Mutter, Worcester, Mass.: Several years ago at Professor Beck’s 
clinic in Budapest, Hungary, I saw a case which might be similar to this one. 
It was that of a patient with a tuberoserpiginous type of syphilid and a positive 
Wassermann reaction, who at first showed improvement under antisyphilitic treat- 
ment. At a certain stage the improvement ceased, and treatment became entirely 
useless. At that time a biopsy was made and there was a great deal of discussion 
as to whether the eruption was due to syphilis or to tuberculosis. Treatment for 
tuberculosis, together with treatment for syphilis, was instituted in that case, and 
several months later another biopsy showed typical tuberculous lesions. I wonder 
whether this case is not one of tuberculosis developing in syphilitic lesions. 

Dr. Donatp M. Pittssury, Philadelphia: About three years ago my 
co-workers and I saw a similar condition in a young man who had sustained a 
primary infection about a year previously and had received a small amount of 
treatment. During the period in which he was confined to a sanatorium for 
tuberculous patients with a positive diagnosis of tuberculosis, nodular lesions 
similar to those seen in this case developed on the back. It was questioned at the 
time whether the disease was lupus or syphilis. However, the lesions underwent 
involution quite rapidly after two injections of a bismuth preparation. 


Dr. Georce M. MacKee, New York: I believe that the eruption should be 
regarded as syphilitic, at least until it can be proved to be due to some other cause, 
in spite of the fact that it developed while the patient was receiving treatment. 
In addition to the nodular eruption there is also on the chest a follicular papular 
eruption both in and surrounding the nodular areas. It looks as though it may be 
a nodular syphilid plus a small papular syphilid, producing a morbilliform eruption. 

Dr. Howarp Fox, New York: The follicular lesions have been noticed in the 
neighborhood of the large papules. The condition is slowly improving, but if the 
eruption does not disappear, inoculation of guinea-pigs will be made to ascertain 
whether tuberculosis is present. 


A Case For Dracnosts (DERMATITIS DUE To A HeEAvy METAL?). Presented by 
Dr. Hans J. Schwartz, New York, and Dr. J. FrRanK Fraser, New York. 


J. V., an Italian aged 47, a barber, is presented from the department of 
dermatology and syphilology of the New York Hospital, Cornell Medical Center. 
The patient’s health has always been good except for the fact that he had attacks 
of polyarthritis at 25, 35 and 47 years of age, which were preceded by a sore 
throat associated with chills and fever. Hypertension was noted three years ago. 
Varicosities of the legs were noted twenty years ago. He had gonorrhea at the 
age of 13. There is no history of other venereal disease. 

The patient was admitted to the Stuyvesant Square Hospital in December 1931 
and remained in the hospital for nine weeks. During his sojourn there a diagnosis 
of dermatitis medicamentosa due to iodides was made. The serologic tests were 
negative; chemical examination of the blood gave normal results; determination 
of the iodide content of the urine showed 1.73 Gm. per liter. In August 1931 
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a small ulcerated lesion developed on the right anterior tibial region; this was 
soon followed by the appearance of numerous similar lesions. In October 1931 a 
doubtful Wassermann reaction led to the administration of potassium iodide, which 
was immediately followed by an acute exacerbation of all the lesions and general- 
ized involvement, the lesions appearing in crops. The second attack occurred in 
May 1932; it responded to ultraviolet irradiation, as did the previous attack. 

The present condition began in February 1934, after an attack of polyarthritis 
of three weeks’ duration which had been preceded by a sore throat, chills and fever 
(102 F.). There was a generalized eruption consisting of pinhead-sized papulo- 
«squamous reddish-brown lesions covered with grayish-white, loosely adherent scales 
which tended to coalesce. There were many superficial and deep gangrenous 
ulcerations of varying size involving the entire skin. General examination gave 
negative results except for a presystolic murmur and a definite soft blowing 
systolic murmur. The blood pressure was 150 systolic and 90 diastolic. 

A patch test with a 25 per cent solution of potassium iodide in anhydrous wool 
fat and serologic tests were negative. Several blood counts showed leukocytosis 
and eosinophilia, the counts being, respectively, 12,000 leukocytes and 26 per cent 
eosinophils. Urinalysis showed albumin (1 plus). The stool was normal. Roent- 
genograms of the chest showed enlargement of the cardiac shadow. 

A biospectrometric analysis was made by Dr. Gaul and Dr. Staud on May 18, 
1934. The metallic elements in the biopsy specimen were present in normal 
quantities except for lead and nickel. The density of the line for nickel was an 
equivalent of the density of that line in cases of psoriasis. The density of the 
line for lead indicated a 4 plus retention. Since lead occasionally induces a 
gangrenous condition of the skin, it was decided to demineralize this patient. 
On Sept. 19, 1934, he received intructions to carry out a metal-free treatment, 
consisting of drinking daily 14 glasses of metal-free water and using metal-free 
dairy products (cream and butter) and a metal-free bread. The dietary instruc- 
tions consisted essentially of a regimen with a low calcium and a high phosphorus 
content. Ammonium chloride and ammonium phosphate were given in capsules of 
1 Gm. three times a day with meals, the dose being increased 3 Gm. daily up to 
a maximum dosage of 15 Gm. per day. This medication was supplemented by intra- 
muscular and intravenous injections of colloidal sulfur every third or fourth day. 
A total of eight injections of sulfur were given. The ulcerations on the legs 
healed rapidly under the treatment. 

A second biospectrometric analysis was made on Nov. 9, 1934. The metallic 
elements in the biopsy specimen were present in normal quantities, except for 
nickel. The retention of nickel was unaltered by the treatment. 

The word “biospectrometric” specifies a quantitative spectrographic analysis 
for the metallic constituents in differentiated and undifferentiated mesoderm obtained 
by taking with a 0.47 cm. punch a specimen of skin for biopsy weighing approxi- 
mately 0.025 Gm. 

The histologic picture showed many of the features of psoriasis. 


DISCUSSION 


Dr. Puitrp Burnett, Montreal, Canada: I am surprised that psoriasis has 
been mentioned. I should like to know if the multiple atrophic scarring exhibited 
by this patient is ever present in cases of true psoriasis. Has any one ever seen 
that type of scarring in a case of psoriasis? 

Dr. Joun G. Downinc, Boston: I think that this question of the involvement 
of the so-called heavy metals is important. If I understand correctly, this case 
was at one time thought to be one of lead poisoning, and later the disorder was 
believed to be partly due to nickel. From an industrial aspect, the proof or dis- 
proof that a heavy metal is implicated is important because many physicians who 
are not specialists in dermatology are prone to attribute various dermatoses to 
lead poisoning. I have never seen an eruption which could be attributed to lead, 
and I should like more information from the presenter regarding his views on the 
question of lead or nickel as a causative agent. 
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Dr. JosepH MuLLER, Worcester, Mass.: The lesions are all in places which 
can be easily reached; this made me suspect that in spite of all the important 
laboratory investigations that were made it might be wise to consider the pos- 
sibility of dermatitis factitia. 

Dr. Marion B. SuLzBercerR, New York (by invitation): I think that Dr. 
Bechet ought to say something about this case. He once treated the patient and 
made a diagnosis of iododerma. The correctness of the diagnosis was proved, I 
think, as well as it can be proved that iodides cause a disease. I think there is 
nothing in the appearance of the patient today that would invalidate Dr. Bechet’s 
diagnosis. 

Dr. Paut E. Becuet, New York: I first saw the patient presented by Dr. 
Fraser and Dr. Schwartz on Dec. 10, 1931, at which time he gave the following 
history: He used iodized table salt both in his food and at the table for several 
months. About a month before his admission to the hospital he consulted his 
family physician because of a “rash” on his body. He was told by that physician 
that his blood was “doubtful,” and he was given 10 drops of a solution of sodium 
iodide three times a day. He stated that he did not take more than 60 drops of 
that solution in all; hence he could not have taken more than a total of from 
40 to 50 grains (2.6 to 3.2 Gm.) of sodium iodide, yet within a few days the eruption 
had increased enormously. The entire surface of the skin, including the face, 
was covered with bright red indurated papules and many bullae. The patient’s 
temperature was 103 F., and he seemed prostrated. 

In the course of time the eruption underwent a complete metamorphosis. The 
papules and bullae enlarged and increased in number. Central necrosis appeared, 
and deep gangrenous areas developed in many of the lesions on the trunk. Some 
of these areas became aggregated, and consequent enlargement of the gangrenous 
plaques occurred. As the sloughs separated, a superficial ulceration supervened. 
With the advent of the gangrenous areas the patient’s general condition became 
greatly aggravated. The temperature chart presented the typical step-ladder rise 
in the evening observed in cases of deep sepsis. The patient was drowsy and 
seemed so dangerously ill that his death was expected. The eruption showed no 
signs of improvement until Jan. 27, 1932, when there was a decided change for 
the better. The improvement then became rapid. By February 6 no new lesions 
had appeared, and the patient was discharged after complete retrogression of the 
lesions had taken place. It was many months before he was well enough to return 
to work. He was last seen on Dec. 12, 1932, and at that time he seemed entirely 
well. 

Laboratory examinations made during his sojourn in the hospital gave the 
following results: The urine was normal except for traces of albumin and several 
granular casts. Determinations of iodide in the urine showed 1.467 Gm. per liter 
on Dec. 17 and 1.73 Gm. per liter on Dec. 21; on Dec. 26 and on Jan. 3, 1932, 
the tests were negative. Determination of bromide in the urine gave negative 
results. The blood counts showed from 12,000 to 16,000 white cells; otherwise 
the results were normal. The chemical examination of the blood showed that the 
sugar content was 99 mg. per hundred cubic centimeters; uric acid content, 
4.95 mg., and the chloride content, 433.5 mg. The Wassermann, Kline and Kahn 
tests were negative. The blood cultures were negative on three occasions. The 
Widal reaction was negative. A culture was negative for Bacillus paratyphosus 
A and B. Organisms of the Bacillus melitensis group showed agglutination with 
typhoid antigen in dilutions of 1:40 but not in those of 1:80. The agglutination 
tests were negative with B. paratyphosus A and B. The sputum was negative for 
tubercle bacilli. Streptococci, pneumococci and some small unidentified bacilli were 
found. There were a few pus cells scattered through the field. The feces were 
negative for Bacillus typhosus, but a heavy growth of Bacillus pyocyaneus was 
present. 

Section from a fresh lesion showed an inflammatory reaction in the corium. In 
some places the epidermis had entirely disappeared except for a few layers of 
cells. The inflammatory exudate consisted of swollen connective tissue cells and 
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some lymphocytes. There was a marked amount of edema in the epidermis. 
Section from an old lesion showed a normal epidermis. There was dense round 
cell infiltration, including polymorphonuclear cells, in the upper layer of the corium. 
A moderate amount of pigment was present. A culture from a bleb showed many 
staphylococci. 

The scars that the patient exhibits at present are the result of the iododerma 
which he had in 1931 and 1932. The present eruption is entirely different from 
his iododerma of two years ago. The fact that he has reacted negatively to 
administration of iodide at the hands of Dr. Fraser simply proves, in my opinion, 
that his sensitization to iodide has disappeared. I am sure that Dr. Sulzberger 
will bear me out on this point. 

Dr. J. Frank Fraser, New York: This patient was previously presented 
with a diagnosis of iododerma. While he was under observation at the New York 
Hospital, Cornell Medical Center, repeated examinations for the presence of iodine 
in the urine gave negative results. Patch tests were also negative. The pustular 
outbreaks described in the history were invariably preceded by a rise in tempera- 
ture lasting for a day or two. We were unable to establish a diagnosis either on 
clinical or on histologic grounds. Several biopsies were made. Some of the 
sections showed vesicular and pustular lesions. Sections from lesions which bore a 
clinical resemblance to psoriasis showed some of the features of that disease, but 
these were not sufficient to warrant a histologic diagnosis of psoriasis. In answer 
to Dr. Burnett’s question, I do not believe that scarring such as is present in this 
case has ever been seen in cases of psoriasis. 

After trying various treatments, including antisyphilitic measures, without any 
apparent beneficial results, I suggested that a biospectrometric analysis be made. 
This was done and showed a 3 plus line for lead and a line for nickel that was 
the equivalent of the line for nickel found in cases of psoriasis. The patient was 
placed on a demineralization regimen. He began to improve at once, and at the 
end of three weeks his skin had entirely cleared; it has remained clear up to the 
present time. The line for lead in the spectroscope, which indicated a 3 plus reten- 
tion at the beginning of the treatment, is now normal. 

In reply to Dr. Downing’s question, there were no symptoms of lead poisoning, 
unless one regards pustular and gangrenous lesions of the skin as being due to 
the presence of lead. Such cases, I believe, have been reported (Vigdortschik, 
N. A.: Relation Between So-Called Spontaneous Gangrene of the Foot and Lead 
Poisoning, Monatschr. f. Unfallh. 41:129, 1934. Gerbis, H.: Relation Between 
Plumbism and Gangrene, Zentralbl. f. Gewerbehyg. 10:65, 1933). 

In reply to Dr. Sulzberger, I wish to call attention to the fact that after this 
patient’s cutaneous condition had cleared up he was given potassium iodide three 
times a day up to maximum dosage of 50 grains (2.6 Gm.) a day. After a month 
of that treatment there were no signs of any reaction. This fact, I believe, lends 
support to the view that this is not a case of iododerma. 


Dr. J. Harper BiatispeLtt, Boston: I wish to inquire as to what this man’s 
occupation is and whether in his work he is exposed to metals. 


Dr. J. FRANK Fraser, New York: He is a barber. 


Dr. J. Harper BiatspeLt, Boston: That occupation would expose him to a 
certain amount of metallic substances contained in hair tonics and dyes. 


Dr. Witi1AM P. BoarpMAN, Boston: In connection with the variable positive 
results following the use of iodides, my co-workers and I have observed several 
times in patients suffering from eruptions due to iodides that the function of the 
kidneys was poor. It seems to me perfectly possible that in two or three years 
the renal function could have been more or less restored and that because of this the 
second time the iodides were given the patient did not show signs of iodism. 

Dr. Marion B. SutzBercer, New York (by invitation): I want to answer 
Dr. Bechet. I think that Dr. Abramowitz will agree with me that these varia- 
tions in sensitivity and loss of hypersensitivity occur in all forms of hypersensitivity 
to drugs and particularly in cases of iododerma. It is the experience of all 
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syphilologists that often in the same patient at one time iodides are well tolerated, 
that later they are not tolerated and that after a lapse of a few years they can 
again be taken without causing any untoward effects. The dosage may be of some 
importance in the question of tolerance or intolerance. 

Dr. SamMueL M. Pecx, New York (by invitation): I wish to report some 
observations which I have made on eruptions due to iodides and to drugs in general 
in patients with increased metabolic rates. I have had the opportunity to observe 
several patients with hyperthyroidism under treatment with iodides during the time 
they had high metabolic rates. At that time they were prone to display eruptions 
due to iodides and, in fact, eruptions due to drugs in general. After operation or, 
as in one case, when the metabolic rate returned to normal, large amounts of 
compound solution of iodine or potassium iodide failed to produce an eruption. 
This was true of the tendency of one patient to exhibit an eruption due to phenol- 
barbital only at the time when the metabolic rate was around + 40 per cent. 

Dr. E. W. ApramowiTz, New York (by invitation): The disturbances often 
noted in cases of lead poisoning are a lead line in the gums, neuropathy and 
changes in the blood. Changes in the nails, conjunctivitis and jaundice have also 
been observed to follow exposure to lead. One would think that if there was any 
large quantity of lead in the skin, as in the patient presented, there should also 
be some stippling of the red blood cells. Of course, this does not mean that 
eruptions due to lead do not occur. Dermatologists have not been looking for 
them. As a matter of fact, thallium, which is closely related to lead and does 
produce quite a few eruptions, and I should not be surprised if some eruptions 
which have not been attributed to lead were due to that metal. Dr. Sulzberger 
has answered the question about hypersensitivity. Particularly after the severe 
iododerma this patient had it is possible that he has become desensitized to iodides. 


Dr. Georce M. MacKee, New York: It is often difficult to prove whether an 
eruption is or is not due to a heavy metal. It happens that in every case of bona 
fide neurodermatitis in which biospectrometric tests have been made there has been 
a heavy retention of either copper or lead; usually there was retention of the 
former, but not infrequently the latter was present in large amounts. Not long 
ago my co-workers and I saw a baby with an eruption that could not be classified 
except as eczema, which however might have been of the neurodermatitis type. 
It was found that the patient had absorbed lead, the source possibly being the 
toys or contaminated air or water. I recently had a patient who exhibited the most 
severe neurodermatitis I have ever seen. In addition to the ordinary symptoms 
of that disease unusual neurogenic manifestations, including paralysis agitans of 
one arm and other symptoms of that type developed. Finally paralysis of the 
diaphragm developed, and the patient had to be put in a respirator. The diagnosis 
was encephalitis lethargica. There was a large amount of lead in the skin. At 
present the patient is in good condition. One wonders whether instead of encepha- 
litis lethargica he may not have had encephalitis caused by lead. Dr. Gaul, who 
is doing this biospectrometric work, is finding nickel in all cases of psoriasis, in 
addition to copper and lead in cases of neurodermatitis. Thus far the arsenical 
studies do not check well with those made by chemical methods. As yet the sig- 
nificance of all these findings is not known. 

Dr. C. Guy Lane, Boston: I am interested in dermatitis due to lead. I have 
seen many cases, but I do not think that I have ever seen any in which I could 
ascribe the eruption to lead. In this connection, however, I have seen more cases 
of poisoning due to tetra-ethyl gasoline, which contains lead, than of poisoning 
due to gasoline without lead. I do not know whether that is due to the lead or not. 

Dr. R. H. Rutison, New York: It occurs to me that there may be an 
explanation for the dissimilar findings in this case in the observations of the old 
syphilologists. They found that if a patient did not tolerate small doses of 
potassium iodide large doses could be well tolerated. If this patient had an iodo- 
derma from iodized salt, he was probably taking small doses at the time and 
acquired the iododerma which was diagnosed by Dr. Bechet. Lately Dr. Fraser 
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has been giving him 10 grains (0.65 Gm.) of potassium iodide three times a day 
with no ill effects. It is conceivable that this curious effect of large doses being 
well tolerated and small doses not may explain the findings. 

Dr. J. FRANK Fraser, New York: In answer to Dr. Rulison, we began the 
treatment with doses of 2 grains (0.13 Gm.) and gradually worked up to the maxi- 
mum dose. In answer to Dr. Abramowitz, there was no evidence of stippling in 
the blood cells. 


MorPHEA, WITH HistoLocic Picrure or TusBercu.or. Presented by Dr. EuGENE 
F. Traus, New York. 


M. K., an American woman aged 30, is presented from the Skin and Cancer 
Unit of the New York Post-Graduate Medical School and Hospital. This patient 
has been previously presented at a meeting of the American Dermatological Asso- 
ciation in June 1934 (Arcu. Dermat. & Sypu. 30:368 [July] 1934) and before 
the Section of Dermatology and Syphilology of the New York Academy of Medi- 
cine in May 1934 (ibid. 31:120 [Jan.] 1935). 


DISCUSSION 


Dr. Frep Wise, New York: Since the last presentation of this patient at the 
meeting of the American Dermatological Association the lesion has been proved 
not to be one of necrobiosis lipoidica diabeticorum. 

Dr. Francis A. Extis, Baltimore: I suggest the diagnosis of granuloma annu- 
lare, in spite of the giant cells present in the histologic section. Recently in Balti- 
more my co-workers and I came across a case which we thought was one of 
necrobiosis lipoidica diabeticorum of Urbach. There was considerable fat in the 
infiltrate and also in the collagen in areas away from the infiltrate. In another 
case, one of granuloma annulare, stains showed fairly large amounts of fat. One 
year ago we had a patient who had an annular lesion like this one with sclero- 
dermatous changes, and the histologic picture was that of granuloma annulare, 


but unfortunately we did not make stains for fat in that case. I will say that in 
Dr. Traub’s case the eruption in the atrophic area shows a much more yellow 
color than that in our case did. 


Dr. Frev D. WetpMan, Philadelphia: May I ask if any elastic tissue stains 
were made in this case? Scars of all sorts are liable to show an excess of elastic 
tissue. I should also like to know if any feature in the sections accounts for the 
yellow color and indicates whether it is due to pigment or to fat. 


Dr. L. W. Kerron, Baltimore: As Dr. Ellis has stated, we have seen two or 
three cases clinically exactly like this one observed at the Johns Hopkins Hospital 
and have found certain features in the histologic picture suggesting granuloma 
annulare. There was also a resemblance to a similar lesion in a diabetic patient 
which we considered to be a manifestation of necrobiosis lipoidica diabeticorum. 
This has suggested to us that the latter condition may be a variety of granuloma 
annulare showing an excessive amount of fat in the necrotic tissues because of 
an associated lipemia. We have also made stains for fat in one case of typical 
granuloma annulare, and in that instance also, in the necrotic area, we found a 
considerable amount of fat deposited. 

Dr. Frep Wist, New York: This patient is not diabetic. 

Dr. Eucene F. Traus, New York: As I have never observed what might be 
considered a bona fide case of Urbach’s disease, I cannot discuss this case from 
a comparative standpoint except to say that from the description of the clinical 
course in the cases of necrobiosis lipoidica diabeticorum, the condition had no 
resemblance whatever to that in the case under consideration. My patient’s 
eruption began as a deep-seated nodule with surface erythema which gradually 
spread and developed exactly as do all cases of morphea. Even the varying shades 
about the periphery of these patches were similar to those described as classic 
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for morphea. The only unusual features were the extremely translucent-appearing 
yellowish color in the center of the patches and the pronounced telangiectasia. 
I wish to ask Dr. Barthel to close the discussion, as she made all the microscopic 
examinations and special stains for fat and helped materially in working up the 
case. 

Dr. Etse A. BARTHEL, New York (by invitation): The changes in the collagen 
seen in the sections were entirely different from those seen in cases of granuloma 
annulare and are definitely those of morphea. In regard to giant cells in cases 
of granuloma annulare, they are certainly often found. There was absolutely no 
trace of fat in any of these sections. I should think that that would absolutely 
exclude the possibility of necrobiosis lipoidica diabeticorum. 

Dr. Frep D. WempMAN, Philadelphia: What did the elastic tissue stains show? 


Dr. Erste A. BartHet, New York (by invitation): There was clumping in 
the center around the collagen fibers. 


A Case For Diacnosis (TuBercuLosis Cutis?). Presented by Dr. Paut E. 
Becuet, New York. 


G. W., a Negro aged 28, is presented from the Skin and Cancer Unit of the 
“New York Post-Graduate Medical School and Hospital with a generalized erup- 
tion of two years’ duration. The patient has never been out of the United States 
and has never lived where leprosy is endemic. He states that he has no venereal 
infection. 

The lesions on the face consist of multiple tumor-like infiltrations, symmetri- 
cally distributed, particularly over the eyes. There are infiltrated masses on each 
side of the nose, and there are general thickening and deformity of that organ. 
On the neck and cheeks there are infiltrated raised plaquelike lesions. There is 
apparently no anesthesia of the skin. Both ulnar nerves seem enlarged. The 
patient was admitted only a few days ago, and the investigations have not been 
completed. 

No acid-fast bacilli were seen either in sections or in material from smears. 
The Wassermann test of the blood was negative. The blood count showed 
5,200,000 red cells, 90 per cent hemoglobin and 4,000 white cells with 63 per cent 
polymorphonuclear leukocytes, 2 per cent monocytes, 33 per cent lymphocytes and 
2 per cent eosinophils. The red cells were normal in size, shape and color. 

Microscopic examination of a section taken for biopsy showed large nodules 
of pale-staining cells not surrounded by any inflammatory exudate. The con- 
nective tissue fibers between the exudate were normal and acellular. The epidermis 
was normal. The individual nodules were composed of tubercles. These were 
separated by lymphocytes. There were a few Langerhans giant cells. There was 
a slight granular degeneration of the cells in the lower nodules, and one showed 
necrosis. There were no vacuolated cells such as are seen in cases of leprosy. 
Stains for tubercle bacilli and lepra bacilli gave negative results. 


DISCUSSION 


Dr. Frep D. WermpMAN, Philadelphia: As I stated in discussing the patients 
with tuberculosis cutis presented by Dr. Fox and Dr. Maloney, I think that the 
condition belongs in the group of ulcerative sarcoid. 

Dr. Paut E. Becuet, New York: The histologic picture agrees with Dr. 
Weidman’s opinion of the case. The points against the diagnosis of tuberculosis, 
however, are the absolute symmetry of the lesions on the face, the tumor-like 
formations in the supra-orbital regions and the changes in the nose; these suggest 
leprosy rather than tuberculosis, as does also the marked enlargement of the left 
ulnar nerve. However, neither the sections nor smears from the nose showed 
lepra bacilli. Only one examination, however, has been made. As the histologic 
diagnosis is tuberculosis, the disease should be regarded as such. 
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CHRONIC SERPIGINOUS ULCERATIVE PyopeRMA. Presented by Dr. Howarp Fox, 
New York, and Dr. E. R. Maroney, New York. 


A. G., a girl aged 16, of Italian descent, has suffered from an eruption for 
the past six and a half years. It began as a small red, painful nodule on the left 
ankle. This nodule increased in size, softened and discharged pus. Similar 
lesions gradually developed over a large surface of the left lower extremity. The 
patient now presents numerous ulcerating, vegetating and crusted lesions with a 
purulent discharge. The upper border of the eruption on the thigh is red, scaly 
and serpiginous. On the entire extremity are superficial areas of scarring. She 
has improved moderately under treatment with autogenous vaccines and general 
and local irradiation. 

Cultures from pus showed hemolytic streptococci, hemolytic staphylococci 
(Staphylococcus aureus) and diphtheroid bacilli. Injection of a mixture of these 
organisms into the skin of a rabbit produced sloughing of the skin, but injection 
of the same amount of the organisms separately produced an erythematous papule 
but no ulceration. Histologic examination showed “nonspecific foreign body 
granulation tissue with tubercle formation.” The Wassermann test was negative. 
A test with 0.1 mg. of tuberculin was positive. Inoculation of guinea-pigs showed 
no evidence of tuberculosis. A roentgenogram of the left lower extremity showed 
no abnormalities of bones. The blood count showed 10,200 leukocytes, 83 per cent 
polymorphonuclears, 13 per cent lymphocytes and 4 per cent monocytes. 


DISCUSSION 


Dr. Donatp M. Pittssury, Philadelphia: I was particularly interested in this 
case because of the evidence of a symbiotic effect when the three kinds of organ- 
isms which were isolated—staphylococci, streptococci and diphtheroid bacilli—were 
injected into rabbits. During some recent experiments an attempt was made to 
try out the effect of injection of various types of organisms together, particularly 
of various strains of streptococci and staphylococci. When these organisms are 
isolated from several different sources, that is, not all from one patient, no 
symbiotic effect is noted. I believe it is probable that the organisms must be 
present in the patient for some time before they become symbiotic. This possible 
symbiotic effect was emphasized recently by Brunsting in reference to acne 
cachecticorum. I may add that such an effect based on injections into rabbits must 
be carefully controlled. One cannot draw conclusions from the effects of one or 
two injections into rabbits; the infection varies in different animals. 

Dr. Frep D. WempMAN, Philadelphia: Has the possibility of fungous infection 
been eliminated ? 

Dr. Frep Wise, New York: Examination for fungi is not mentioned in the 
history. 

Dr. Daviw Broom, New York (by invitation): This condition has been 
described in the literature under many names. In this case the name “chronic 
serpiginous ulcerative pyoderma” is most appropriate. This diagnosis was arrived 
at by exclusion of the cutaneous conditions which the eruption resembles clinically, 
namely, tuberculosis, blastomycosis and other fungous infections and syphilis. No 
anaerobes were isolated, and from the aerobic cultures a hemolytic strain of Staph. 
aureus, a nonhemolytic strain of Staph. aureus, a hemolytic streptococcus and a 
diphtheroid bacillus were isolated. That the combined effect of these organisms 
produced the lesions could be demonstrated by subcutaneous injection into rabbits, 
for only the mixture of these organisms produced ulceration. 


A Case For Dracnosis: Mycosis Funcormes? Presented by Dr. Eucene F. 
Traus, New York. 
M. Z., a Hungarian man aged 59, is presented from the Skin and Cancer Unit 


of New York Post-Graduate Medical School and Hospital, because of a general- 
ized eruption of ten years’ duration. The past history is irrelevant. The eruption 
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consists of numerous nodular lesions scattered over the body. Some of the lesions 
are hard and some soft; many are subcutaneous; all respond readily to roentgen 
therapy. Repeated Wassermann tests have been negative. Blood counts made on 
several occasions were normal. Repeated histologic examinations suggest mycosis 
fungoides. 

DISCUSSION 

Dr. F. J. Ei1cHentaus, Washington, D. C.: In no case of mycosis fungoides 
which I have seen have there been as many subcutaneous movable nodules as are 
exhibited by this patient. The eruption really looks more like leukemia cutis. 

Dr. Lee McCartuy, Washington, D. C.: I wish to suggest the diagnosis of 
acrodermatitis atrophicans with tumor formation. 

Dr. Eucene F. Traus, New York: Owing to a misunderstanding, it was not 
expected that this patient would be presented today, and hence a more detailed 
history is lacking. The patient has been under observation and has received 
treatment since 1925. He has had a generalized eruption with a great variety of 
lesions; some were hard; others were soft, and some were fluctuant and seemed 
to contain fluid. He also has atrophic areas suggesting macular atrophy. In 
addition, he has a remarkable circulatory disturbance which causes the extremities 
to turn deep purple, sometimes almost black. The liver and spleen are slightly 
enlarged. Roentgen examination of the bones revealed no pertinent changes. A 
large number of diagnoses have been considered: acrodermatitis chronica atrophi- 
cans, an unusual form of Recklinghausen’s disease, leprosy, leukemia cutis, mycosis 
fungoides, etc. One of the remarkable features is that the large tumor masses 
usually melt away after one comparatively small dose of roentgen radiation. A 
few weeks ago there was an exceedingly large fungating lesion about the ankle 
which seemed about to ulcerate. A small dose of roentgen radiation was admin- 
istered, and, to my surprise, today the lesion has practically disappeared. Such 
a reaction has been characteristic of nearly all the lesions, except the very hard 
ones on the fingers. In an attempt to establish a diagnosis definitely five or six 
different tumors, including several of the harder lesions as well as a number of 
the soft nodules, have been excised, and the only conclusion that could be arrived 
at was that the disease is some form of lymphoblastoma. All the tumors seem to 
show the same structure except that the harder lesions contain a greater amount 
of fibrous connective tissue. The results of all examinations of the blood, including 
the Wassermann test, chemical examination and cell counts of all kinds, have been 
repeatedly negative. To summarize, the patient has had a syndrome which gives 
the impression that the process might be a rapidly fatal one but which, instead, 
has persisted with comparatively little discomfort for more than nine years. The 
large tumor masses that are present from time to time respond unusually readily 
to small doses of roentgen radiation and disappear, leaving large atrophic areas. 
The lesions which have disappeared spontaneously, and a number have done so, 
have left the same atrophic changes. ‘ 


PustuLar Psortasis. Presented by Dr. Howarp Fox, New York, and Dr. E. R. 
Matoney, New York. 

R. B., a woman aged 27, born in Poland, has suffered from an eruption of 
the palms and soles for four years. The disease first appeared on the thenar 
eminence of the left hand; later it involved the same locality of the opposite hand 
and both soles. The eruption began as tiny pustules on an erythematous base. 
These disappeared for a time and later reappeared. The patient was free from 
lesions for several months. She has received thirty-six roentgen treatments during 
the past three years. The histologic changes were not entirely characteristic of 
psoriasis, but they did not exclude the possibility of that disease. No fungi were 
found on microscopic examination, and the trichophytin test was negative. Cultures 
of material from the pustules were sterile. The eruption has been completely 
resistant to all forms of treatment. The eruption at present is confined mainly to 
the soles and shows red, scaly patches with tiny pustules and a few vesicles. 
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PusTUuLAR Psoriasis. Presented by Dr. Howarp Fox, New York, and Dr. E. R. 
MaLoney, New York. 


R. H., a woman aged 70, was previously presented (ArcH. Dermat. & SyPH. 
29:757 [May] 1934). Since then chemical examination of the blood has given 
normal results except for the cholesterol content of the serum, which was 
diminished, being 174 mg. per hundred cubic centimeters of serum. The Wasser- 
mann and trichophytin tests were negative. 


DISCUSSION 


Dr. Grorce C. ANprews, New York (by invitation): The condition presented 
by these two patients resembles those pustular eruptions on the palms and soles 
which I have been studying. I have thought that many of the cases I have 
studied were related to focal infections and were toxic processes of one sort 
or another. I have not been convinced that they were cases of 
psoriasis. These two patients show no evidence of psoriasis. They have 
never had psoriasis, and there is no history of psoriasis in their families. Their 
condition did not respond to treatment for psoriasis. In the series I have studied, 
I know now of nine cases in which permanent cure has resulted; in most of them 
it followed removal of the tonsils. I feel that the condition represented by these 
cases is a form of bacterid and that in many instances it is related to some focus 
of infection. Certainly one cannot say that in all cases of this type cure follows 
removal of the tonsils. I do not mean that it does, but I say that in some cases 
it has and that in some cure has been brought about in other ways. This condition 
is entirely distinct from psoriasis. 

Dr. Georce M. MacKer, New York: I have studied this disease for a number 
of years, and I am convinced that Barber was right when he described cases of 
this sort under the name pustular psoriasis. One of the patients said that she had 
had psoriasis elsewhere on the body. Patients with this condition sometimes have 
psoriatic lesions on other parts of the body and sometimes they do not; at times 
there is a familial history of psoriasis. As far as a clinical diagnosis is concerned, 
there are definite characteristics. Most of the lesions are pustular from the begin- 
ning. Another characteristic is that there is always a squamous eruption. The 
disease is characterized by definite exacerbations and remissions of the pustules, 
but even during the remissions the squamous eruption or parchment-like skin 
always persists, although it may improve a little. I have never seen a complete 
cure. I have seen some of Dr. Andrews’ patients after an announced cure, and 
there was still some evidence of the disorder. I have removed foci of infection 
and have used autogenous vaccines, but I have yet to see a complete cure. 

As far as the removal of foci of infection is concerned, the literature of twenty 
or thirty years ago contained a number of articles which ascribed the disappear- 
ance of psoriasis to the clearing up of focal infections. Sometimes the remissions 
last for years. 

The question of heavy metals arises again, perhaps without significance. By 
the biospectrometric method nickel has been found in excess in every case of 
psoriasis in which such examination was made—about thirty cases. In a few 
cases of pustular psoriasis in which the method was used the same amount of nickel 
was found. 

The results of the histologic examination are likely to be disappointing. Often 
the histologic picture is that of eczema. I think that the picture depends a good deal 
on the exact location from which the specimen for the biopsy is taken and also 
on the time in relation to exacerbation or remission. Dr. Bloom has made biopsies 
in a number of cases, and the sections showed a picture compatible with that of 
psoriasis. On the other hand, I have seen other cases in which the first biopsy 
showed eczema whereas a later biopsy showed psoriasis. It is well to have in mind 
that in general the histopathologic changes seen in cases of psoriasis are much 
more polymorphous than is supposed. 

I agree absolutely with the diagnosis of pustular psoriasis for the patients pre- 
sented by Dr. Fox and Dr. Maloney. The disease is not uncommon, but it is not 
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usually recognized. The possibility of bacterid is interesting, but it must be sup- 
ported by the conventional cutaneous tests for sensitization to bacterial products 
or by other means. I think that most of Dr. Andrews’ cases were cases of pustular 
psoriasis. Some may have been cases of dermatophytosis, acrodermatitis and other 
conditions. 

Dr. M. H. GoopMan, Baltimore: I was quite surprised at the remarks of 
Dr. Andrews. On the basis of one case I have studied which is quite similar 
to those reported by Dr. Andrews, this case is to be considered an instance of 
pustular psoriasis and not one of the cases of the type he reported. In the cases 
Dr. Andrews reported, if I recall his statements correctly, there was no squamous 
eruption, as brought out by Dr. MacKee. I should like to hear more from 
Dr. Andrews about that. The lesions exhibited by Dr. Andrews’ patients are 
pustules, primarily, on the palms and soles. After exfoliation there results what 
appears to be a cure, but there is a recurrence of the eruption in forty-eight hours. 
I think that the condition in Dr. Andrews’ patients represent a definite entity and 
that they do not show any squamous eruption associated with the pustular lesions. 

Dr. Georce C. ANDREWS, New York (by invitation): I think that the clinical 
features vary considerably in these cases. In some the lesions may be vesicular, 
and in some they have been more typically vesicular than pustular. Whether 
there is an exfoliative or a squamous eruption depends on the stage of the disease. 
The younger woman presented today, who has had her eruption for six years, 
shows little exfoliation or scaling. The older woman shows considerable scaling, 
and her eruption looks more like psoriasis on the palms. She is the patient who 
has a red spot on the elbow, which has been present for about a week. It was 
noticed by Dr. Bloom. The patient did not see it. She has had this eruption for 
sixteen years, and there have been no signs of psoriasis except that patch on the 
elbow which has been present for a week. It would take more than that history 
to make me diagnose her case as one of psoriasis. I beiieve that she may have 
a different condition, the nature of which can be ascertained by study and the 


cure effected by treatment along the general lines I have indicated. 


Dr. Epwarp R. Maroney, New York: These patients have been under the 
care of Dr. Bloom. May I ask that he be allowed to close the discussion in my 


place? ‘ 
Dr. Davin Bioom, New York (by invitation): Attention was called to this 
type-of eruption by one of these patients, the woman aged 70, who has been under 
observation since 1927. The first diagnosis was dermatophytosis, but repeated 
mycologic examinations failed to show fungi, and the trichophytin test was also 
negative. Cultures made from the pus were sterile. Although so far my 
co-workers and I have observed only seven patients, we are impressed by the 
identity of the clinical picture. It begins with tiny flat pustules in erythematous 
plaques on the palms and soles. While the pustules disappear and recur, the 
plaques persist and are resistant to every type of treatment. A few years ago 
this patient had on one elbow a plaque which looked like psoriasis and yielded 
in a few weeks to antipsoriatic treatment. The other cases have not been associated 
with typical psoriasis elsewhere on the body, but in a number of them there was 
typical pitting as well as other changes of the nails frequently observed in cases 
of psoriasis; there were also erythema and scaling on the dorsa of the distal 
phalanges such as is frequently associated with typical psoriasis. 

Under the microscope the pustules appeared as a conglomeration of Munro 
abscesses. In a third case the diagnosis of psoriasis could not be made definitely 
from the histologic picture. 

Dr. Andrews spoke of a disappearance of the eruption in his patients after 
removal of foci of infection. This does not speak against the diagnosis of psoriasis. 
I remember one case of typical psoriasis in a 19 year old actress who was 
perturbed because of the frequent recurrence of the eruption. A few weeks after 
removal of the enlarged tonsils the eruption disappeared entirely. I shall attempt 
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to persuade these patients to have their tonsils removed and see whether the results 
will coincide with those reported by Dr. Andrews. 

Reports of cases in the literature indicate that this type of eruption on the 
palms and soles is associated in many cases with typical psoriasis elsewhere, and 
one cannot help but be impressed with the thought that this clinical entity is an 
atypical form of psoriasis. The name “pustular psoriasis” is justified because 
of the peculiar pustular element in these eruptions. 


UrTICARIA PIGMENTOSA (VESICULAR). Presented by Dr. J. GArpNER HopxKINs, 


New York. 


A. N., a boy aged 5 months, is presented from the Vanderbilt Clinic. When 
the child was 2 months old spots began to appear on the body. They began as 
red areas; then small water blisters appeared, which healed and left brown spots. 
There is no history of any similar trouble in other members of the family. The 
patient’s general health is excellent. There is a fairly generalized eruption in 
various stages of development. The lesions vary from small red papules to papulo- 
vesicles on an urticarial base and then to hyperpigmented macules. When the 
pigmented spots are rubbed, wheals appear. The patient has had cutaneous tests 
with about thirty common foods and inhalants, all of which have given negative 
results. 


TRICHORRHEXIS Noposa. Presented by Dr. Frep Wise, New York. 


R. N., a man aged 37, born in the United States, applied at the clinic of the 
French Hospital for treatment of an eruption on the crown of the scalp of two 
years’ duration. The eruption began with itching of the scalp; this was followed 
by breaking off of hairs. The patient contracted syphilis three years ago. At 
present, after courses of treatment, the Wassermann test is negative. 

There are scattered discoid patches of stumpy hairs, from 4g to 1% inch (0.16 to 
0.32 cm.) long, on the occiput. There is no scaling or inflammation. General 
examination gave negative results. Specimens of hairs examined microscopically 
showed “brush’ hairs and nodose swellings of the shafts. 


ALOPECIA AREATA AND ALOPECIA ToTaLis. Presented by Dr. EuGene F. Travp, 
New York. 


G. R. and J. R., brother and sister, aged 4%4 and 9 years, respectively, are 
presented from the Skin and Cancer Unit of the New York Post-Graduate Medical 
School and Hospital, because of loss of hair from the scalp of two and one-half 
years’ and three months’ duration respectively. There are seven children in the 
family, but the two patients presented are the only ones with this condition. 

In both instances the children had normal growth of hair until the age of 2 
years. In the boy a partial loss of hair occurred at that age, and the hair 
returned completely after three months. He had no further trouble until about 
three months ago, when the hair again began to fall out. In the case of the 
girl, the hair fell out totally at the age of 2 years, and although at times there 
has been a partial regrowth, each time before the hair has fully returned it has 
fallen out again. Recently she has also lost parts of the eyebrows and eyelashes. 

Results of determinations of the arsenic and lead content of the urine have 
not yet been reported. 


SCLERODERMIE EN Coup DE Sasre. Presented by Dr. Frep Wise, New York. 


E. W., a girl aged 7 years, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital. Thirteen months ago a 
crusted patch was noted on the top of the scalp. The hair then began to fall, 
and a bald area developed. This has gradually increased in size, chiefly in a linear 
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direction near the midline. During the past nine months the area of alopecia 
has increased from % by 1% inches (1.27 by 3.81 cm.) to 3% by 2% inches (1.91 by 
5.4 cm.). There is an irregularly shaped, somewhat depressed area of alopecia. 
The patch is shiny, and the follicles do not appear patent. The affected skin is 
freely movable. The Wassermann reaction is negative. A urinalysis gave negative 
results, and the blood revealed: uric acid, 2 mg. per hundred cubic centimeters; 
urea nitrogen, 12.5 mg.; sugar, 82 mg., and chlorides, 495 mg. The basal metabolic 
rate was —5 per cent. Repeated examinations for fungi have given negative 
results. 

The microscopic section showed rather diffuse interstitial edema and con- 
siderable edematous involvement of the lower portion of the epidermis. In parts 
there was some dilatation of the vessels with distinct perivascular round cell 
infiltration. This was noted predominantly in the middle part of the cutis. In 
the deep portion of the cutis there were some fibroblasts. At the edge of the 
section denuded of epidermis there was considerable degeneration of the upper 
tissue. Below this zone there was both a focal and a somewhat diffuse cellular 
infiltrate. Below that area were zones of fatty degeneration. The elastic tissue 
was fragmented. There was no sclerosis, no granulation tissue and no breaking 
down of deeper tissues. There was no suggestion of any hair follicles. The 
histologic diagnosis made by Dr. Satenstein was: Exudative inflammatory process 
and superficial disintegration not characteristic of any special entity. 


MuttipLe Glomus Tumors (Masson). Presented by Dr. Frep Wise, New York. 


Mrs. G. S., aged 35, was referred by Dr. Rudeman because of an eruption on the 
forearms, arms, thighs, right side of the face, buttocks and scapulae of twenty years’ 
duration. The patient first noticed a “bluish mole” on the left cheek bone at the 
age of 15, and later a crop of “moles” appeared on the left forearm and shoulders. 
Within the past five years, new spots have appeared on the thighs and buttocks. 

There are about fifty individual purplish-blue pinhead-sized to lentil-sized 
macules scattered on the aforementioned locations. There is no pain and no 
tenderness. 

Microscopic examination showed in the middle part of the cutis large, irregularly 
shaped areas filled with blood and lined by flat fine endothelial cells extending 
to the deep portion of the cutis. Surrounding these cavities or sinuses were cellular 
elements, some of which were arranged in thin and some in dense walls. These 
cells resembled the cells found in nevi. 

General examination gave negative results. The nail beds were unaffected. 

The microscopic diagnosis made by Dr. Satenstein was glomus tumors. 

This case will be reported in full in the near future. 


VitiLico? TINEA VERSICOLOR? Presented by Dr. Paut E. Becuet, New York. 


A. B., an American girl aged 17, is presented from the Skin and Cancer Unit 
of the New York Post-Graduate Medical School and Hospital. She presents 
many areas of vitiligo of various sizes and shapes on the exposed parts of the 
body, particularly on the arms. Scrapings taken from the depigmented parts con- 
tained Microsporon furfur, although no objective signs of the presence of that 
organism were discernible. There is a history that the patient’s mother, her eldest 
brother and an aunt have leukoderma. 

A section removed for examination showed a normal epidermis with a thick 
nonparakeratotic scale. There was pigment in the basal cell layer. In one area 
the scale seemed slightly parakeratotic and there was a suggestion of mycelia 
in clots. The mycelia were angulated. The methylene blue stain showed the 
presence of pigment. The Weigert stain showed normal elastic tissue fibers. Other 
stains showed no more mycelia. Pigment was present in the basal cell layer in the 
section. These observations did not quite agree with the diagnosis of leukoderma, 
but occasionally pigment was present or increased in parts of new pigmented areas. 
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ERyYTHROPLASIA. Presented by Dr. Howarp Fox, New York, and Dr. E. R. 
Matoney, New York. 


W. M., a Negro aged 77, born in the United States, first noticed an eruption 
three years ago. It has gradually increased in size, and he now presents a well 
defined superficial nonpruritic dermatitis involving almost the entire glans penis. 
It is pinkish and covered with whitish tissue suggestive of leukoplakia. There are 
three separate areas of superficial ulceration. Histologic examination showed 
vacuolated dyskeratotic epithelial cells and an inflammatory process in the cutis 
invading the epidermis. The Wassermann test was negative. 


Leprosy. Presented by Dr. Georce M. MacKee, New York. 


G. A., a Turkish man aged 48, is presented from the Skin and Cancer Unit 
of the New York Post-Graduate Medical School and Hospital. He entered the 
clinic on Oct. 21, 1931, at which time he presented a generalized eruption of three 
years’ duration. He left the clinic and returned again on Jan. 30, 1933. He left 
again and returned on Oct. 26, 1934. 

At present he exhibits a generalized eruption involving the face, trunk and 
extremities. The eruption consists of plaques which are brownish red, slightly 
elevated, smooth and not scaly. On the forehead between the eyebrows is a pea- 
sized soft, smooth pinkish nodule. This nodule has developed within the past 
six months. On the anterior surface of both legs are many pinhead-sized darkish 
brown subcutaneous nodules which have been present for several years. The 
plaques on the face so exaggerate the normal markings as to give the patient 
a leonine facies. 

General examination gave negative results. Neurologic examination showed 
marked diminution of sensation to pinprick, temperature and touch on the anterior 
and posterior aspects of both legs, on the anterior surfaces of both thighs and 
on the lobes of the ears. 

A complete blood count showed 4,720,000 red cells, 107 per cent hemoglobin 
and 6,550 white cells; the differential count showed 58 per cent polymorphonuclear 
neutrophils, 7 per cent monocytes, 25 per cent small lymphocytes and 10 per cent 
large lymphocytes. The Wassermann test was negative. Lepra bacilli were found 
in tissues from the nose. On Jan. 30, 1933, a biopsy specimen taken from the 
back showed a histologic picture suggestive of mycosis fungoides. On Feb. 17, 
1933, a biopsy specimen taken from another portion of the back, and on Oct. 29, 
1934, specimens taken from the forehead and legs, showed the histologic picture 
of leprosy. 

Between May 1, 1934, and June 14, 1934, the patient received six treatments 
with unfiltered roentgen rays, each treatment consisting of 75 roentgens, at weekly 
intervals to the back. These treatments produced slight, if any, involution of the 
lesions. 


NEW YORK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


E. Wittram Apramowitz, M.D., Secretary 
Feb. 5, 1935 
R. H. Rutison, M.D., Chairman 


A For DraGcnosis (PurpuURA ANNULARIS TELANGIECTODES?). Presented by 
Dr. ANDREW H. Montcomery. 


P. M., a Belgian woman aged 46, who has lived in the United States for the 
past ten years, is presented from the New York Polyclinic Hospital because of an 
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eruption on the malleolar regions of both ankles of thirty years’ duration. The 
eruption, which appeared on the medial side of the right ankle below the malleolus 
after the patient scratched her ankle on a nail, lasted for ten years. From 1914 
on the eruption spread to the regions now affected, beginning as small erythematous 
areas with a burning sensation. At times it was ulcerated. There were remissions 
and exacerbations. 

At present in all the malleolar regions there are irregular, scarred, erythematous 
and pigmented areas with some telangiectasia. There are some induration and 
scaling in the more active lesions. There have been scattered soft yellowish- 
brown nodules. Scarring is a prominent feature. Two small active yellowish- 
brown and infiltrated nodules have been excised for microscopic study. A small 
ulcer remains at the site of an excision made on Jan. 24, 1935. The patient’s 
health has been excellent. There is no history of varicosities or of superficial 
or deep phlebitis. The condition is never painful. There is no history of tuber- 
culosis. The Wassermann reaction is negative. A test with trichophytin in a 
1:30 dilution was positive. Eleven injections of trichophytin were given. There 
was some improvement. 

Microscopic examination of the specimen showed some superficial edema. 
Increased vascularity and some dilatation of the lymph spaces were noted. A 
small nerve bundle was found which seemed to show some degenerative changes. 
There was a small amount of scattered brownish pigment which seemed hemato- 
genous. The lesion was regarded as possibly being due to neurotrophic disturbance 
with a mild degree of peripheral vascular involvement. 


DISCUSSION 


Dr. SamueLt M. Peck: I wish to suggest the possibility of lichen planus. 
The pigmentation which remains after lesions of lichen planus clear up is due to 
the fact that during the course of the disease the melanin, which is formed in the 
melanoblasts as part of the inflammatory regenerative process which usually occurs 
at the final stage of lichen planus, drops into the cutis and is phagocytosed there. 
It is then found in the chromatophores or free in the tissues. When pigmentation 
is found many years later it is due to the fact that the melanin is loose in the 
tissue, not in the chromatophores. It has not been removed by phagocytes. The 
clinical appearance of the pigmentation presented by this patient suggests blood 
pigment to me. Histologically it is possible to make a diagnosis of blood pigment 
by demonstrating the presence of iron. If such a confirmation is missing, melanin 
can be recognized by an attempt to bleach the pigment or by the use of a silver 
stain which accentuates melanin granules. An expert can sometimes even dis- 
tinguish melanin from iron pigment morphologically. On the basis of the fore- 
going analysis I do not think that the lesions can be interpreted as manifestations 
of a long-standing lichen planus in the process of involution. 

Dr. R. H. Ruttson: The pathologic report, in reference to the pigment, reads 
as follows: ‘There is a small amount of scattered brownish pigment which seems 
hematogenous in origin.” I do not know whether that is of any help in making 
the differentiation Dr. Peck spoke of. 

Dr. AnprREw H. Montcomery: I have seen only four or five active lesions 
in the involved areas. They start as small red, soft nodules, which are sometimes 
associated with a little spreading telangiectasia. They become pigmented and 
atrophied. The report on the biopsy is opposed to the diagnosis of lichen planus. 


GENERALIZED ERYTHRODERMA. Presented by Dr. SaMuEL M. KAuFMAN. 


C. A., a white man aged 43, born in Greece, is presented from the Vanderbilt 
Clinic with a generalized eruption of two years’ duration. The eruption began 
as a papular rash on the inner surfaces of the thighs. Within a month the condi- 
tion became generalized. The patient has been hospitalized several times, and 
once the disorder cleared up completely, but there was an immediate recurrence 
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after the patient was discharged from the hospital. Biopsies of material from 
inguinal lymph nodes made in two hospitals showed no leukemia. The condition 
became worse when arsenic was administered. 

There is a generalized erythematous and lichenified eruption with numerous 
marks of scratching. On the trunk are some circumscribed discrete infiltrated 
plaques of lichenification. The nails show stippling and longitudinal striation. The 
inguinal lymph nodes are enlarged and not tender. 

Examination of the blood showed 5,050,000 red cells, 92 per cent hemoglobin 
and 9,200 white cells. The urine contained faint traces of albumin and a moderate 
number of red blood cells. A test with guaiac was positive. A biopsy of material 
from the skin showed chiefly a marked acanthosis of the epidermis and plasma 
cell infiltration of the corium. 

DISCUSSION 


Dr. SAMUEL M. KauFMAN: I am inclined to believe that the general erythro- 
derma from which the patient now suffers is due to some allergic manifestation. 


Dr. Lours Cuaron: I had occasion to see this patient soon after the eruption 
first appeared, and, as Dr. Kaufman stated, the process appeared to be a phe- 
nomenon of sensitization. The patient had at the time a generalized more or 
less acute erythroderma with a considerable amount of itching, and in spite of 
all forms of therapy the condition did not seem to improve. In the course of 
time, however, the eruption gradually disappeared, but soon thereafter there was 
a recurrence. At that time in addition to the erythroderma there were numerous 
infiltrated areas which suggested the type of eruption associated with the leukemias. 
However, studies of the blood made on several occasions never showed any 
abnormal cells, and a biopsy failed to reveal anything more than a banal inflam- 
mation. Since then the eruption has assumed a more papular character and has 
lost the identity that it had when it first appeared. I am unable to offer any 
diagnosis other than that of a pienomenon of sensitization. 


Dr. Georce C. ANprEws: I should not like to offer a diagnosis in this case 
without having seen the sections. The results of the biopsy have been reported, 
but I think that the report is not conclusive unless one has seen the sections and 
studied them. The process is of long duration. There are some infiltrated lesions 
and some aspects that suggest a form of leukemic eruption or possibly mycosis 
fungoides. I do not think that one can make a positive diagnosis clinically. The 
patient has been seen by many experienced physicians, and no one has definitely 
recognized the nature of the disorder. It has been considered an eczematous reac- 
tion, a phenomenon of sensitization or some leukemic process. Therefore, I do 
not think that one can really make a diagnosis until the sections are studied more 
thoroughly. Clinically my impression is that the condition may possibly be mycosis 
fungoides. 

Dr. IsAporE RosEN: This case interests me much because during the last few 
years my co-workers and I have been studying a group of patients with similar 
conditions. I was glad to hear the opinions of the last two speakers regarding 
the diagnosis. 

I believe that one can almost predict the changes in the clinical picture if the 
patient is kept under observation for a long enough period, regardless of the treat- 
ment instituted. In cases of this type the patient’s first symptoms are those of an 
acute dermatitis, dermatitis venenata or allergic dermatitis, the redness, swelling 
and vesiculation usually involving the face and neck and gradually spreading to 
other parts. The first physician who sees the patient favors one of these diagnoses. 
After a few weeks the acute symptoms subside; the involvement becomes more 
or less generalized, and the eruption presents the features of a universal toxic 
dermatitis, such as a dermatophytid. A few weeks later the picture changes, and 
there is a uniform desquamation which closely resembles that seen in cases of 
pemphigus foliaceus. When this edematous condition subsides there are present 
all over the involved area distinct infiltrated lesions which suggest the infiltrative 
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stage of mycosis fungoides. When these regress the eruption consists of dis- 
seminated scaly lesions not unlike those of psoriasis. 

My co-workers and I have studied these cases from every conceivable angle, but 
we have obtained only negative findings. Numerous biopsies made in the various 
stages of the disease have been reported on by competent pathologists as showing 
only a chronic dermatitis. Many studies of the blood have also been carried out, 
but aside from marked eosinophilia, the number of eosinophils in one patient being 
as high as 40 per cent, the results have been negative. The number of eosinophils 
decreases when improvement occurs. During the acute stage a generalized 
adenopathy and pruritus are usually present; in one or two instances in which 
the glands were removed for microscopic examination they failed to show anything 
other than ordinary inflammatory changes. 

We have not been able to classify this disease. We have, however, been able 
to hasten the improvement through hyperpyrexia produced by physical means; 
the temperature of the body has been raised to 103 or 104 F. for periods averaging 
one and a half hours, which caused a marked stimulation of all the internal organs 
and of the skin and profuse perspiration. These treatments are given twice weekly, 
and after the second or third treatment there is a marked improvement, both 
subjectively and objectively. After receiving from eight to ten treatments a 
patient is almost well enough to be discharged from the hospital, but unfortunately 
there is a rapid recurrence in most instances after he leaves, regardless of whether 
he returns to his home or to a different environment. 

I believe that this patient’s disease belongs to that group, and I am led to that 
belief especially on account of the varied diagnoses suggested by the physicians 
who have seen the patient on different occasions. 

Dr. SAMuEL M. Peck: Some of the previous speakers have alluded to these 
cases as representing an allergic condition. They mean by that that the patient 
exhibits an allergic reaction to something in the environment because as soon as 
he is hospitalized there is rapid improvement and the condition usually recurs 
when he returns home. In a number of cases, if the patient is sent to an entirely 
different environment the recurrences are delayed, although not necessarily entirely 
avoided. What other basis is there for labeling the condition allergic except the 
assumption that there is an allergy because of the recurrences? When intradermal 
or patch tests are made one does not observe an unusually large number of positive 
reactions. This type of condition, especially the type exhibited by Dr. Kaufmann’s 
patient, would certainly not be confused with generalized dermatitis; even though 
the condition has existed for years, the marked lichenification and general appear- 
ance of the dry scaly skin are missing. Yet the course, with constant recurrences, 
is the same as that of generalized dermatitis, except for the fact that when these 
patients are hospitalized they recover more quickly than patients with generalized 
neurodermatitis. 

These patients also exhibit another curious symptom. When their condition 
clears up in the hospital, whether after hyperpyrexia therapy or spontaneously, 
they often complain of a generalized- urticaria when their skins are clear. I think 
that is an important thing to remember. What is the histologic picture in the 
infiltrated lesions? It is true that mycosis fungoides or some of the other lympho- 
blastomas can be ruled out. Certainly the upper layers of the histologic section 
point to no other diagnosis than a dermatitis. The picture does not look exactly 
like that of eczema and it does not look exactly like that of chronic neurodermatitis, 
but there is one striking characteristic. Deep down in the cutis one often finds 
around the blood vessels an edema which presents a cloudlike appearance—without 
being too poetic, may I refer to it as resembling fleecy summer clouds? I have 
called the attention of Dr. Rosen to this a number of times in my reports. In this 
cloud of edema there are a large number of lymphocytes. In my opinion this 
means that one is dealing with a toxic vascular process; this belief is borne out 
by the fact that when the edema clears up, the last thing to disappear is the 
urticarial manifestation. I think that this group of cases represents a possible 
metabolic disorder, or rather, a hypersensitivity to a toxic metabolic product. 
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Such etiologic factors have as yet not been demonstrated in cases of allergic 
disease. Therefore, the basis for Dr. Rosen’s therapy may be well founded. If 
the eruption is caused by a metabolic toxic disturbance, which may be due to faulty 
elimination of some sort, then hyperpyrexia, which produces profuse sweating, may 
bring about elimination of the toxins and thereby improvement. 

However, if the disorder is due to a metabolic toxic disturbance based only 
on faulty elimination, I cannot understand why improvement occurs while the 
patients are in the hospital but receive their usual diet and are not made to perspire 
profusely. 

Dr. Marion B. SutzBercer: Almost everything that can be said about these 
conditions has been said already; nevertheless, I want to state that I think this 
type of cutaneous manifestation is common in New York. If one considers Dr. 
Rosen’s excellent description one will realize that he has given a classic description 
of the three stages of the early phase of mycosis fungoides: the eczematous, the 
psoriatic and the infiltrative stage? Before it is necessary to classify these cases 
into a new group, I think one will have to prove by observing them over a period 
of years that they are not cases of mycosis fungoides. My co-workers and I 
have seen a number af cases of this kind. I can mention offhand the names of 
ten patients with similar conditions whom I saw in the past two years either at 
the clinic or in private practice. In two of the cases I took the sections, on the 
basis of which the disorder had been diagnosed histologically simply as “derma- 
titis,’ to Professor Jadassohn and Professor Miescher. They both made a diag- 
nosis, without hearing the clinical description of the case, of the premycotic stage 
of mycosis fungoides. They did not explain to me why. 

These cases are peculiar as far as the therapy is concerned. Such striking 
results are obtained by varied forms of therapy that one would almost think the 
improvement is the effect of suggestion. Dr. Abramowitz and I observed a case 
in which the eruption cleared up spectacularly under repeated drainage of the 
gallbladder. I treated two patients in whom the condition cleared up when they 
received injections of chaulmoogra oil (which has since been recommended by 
Kissmeyer as a treatment for sarcoid and mycosis fungoides). My experience is 
that these patients do not always get well when they are hospitalized. My 
co-workers and I had one patient with this type of eruption who got worse while 
he was in the hospital; then suddenly while he was living at home and had resumed 
his occupation the disorder cleared up without any apparent reason. Both the 
etiologic and the therapeutic situation is mysterious and complicated. 

There is only one thing of which I am certain. It is unfortunate that this 
condition is so often misnamed “allergic eczema.” What Dr. Peck said about 
sensitization is quite correct, as I have learned by bitter experience. If this 
dermatosis is an allergic phenomenon, either it is not an allergy to any substance 
now being used for testing, or the proper technic is not being employed, for I 
have never been able to demonstrate any specific sensitization in a case of this type. 

Dr. Georce C. ANprEws: I think that these discussions are all interesting, 
but I am not sure that this patient’s condition ought to be classified as some 
strange malady which has not been described before. As far as I can remember, 
I do not think that the eruption cleared up when the patient was in the hospital. 
He has never received more than two or three mild roentgen treatments. I believe 
that roentgen treatment would clear up the eruption in a few weeks. As for 
the biopsy report of chronic dermatitis, that was not the report in his case. I 
am not sure that this case fits into the group of cases in which Dr. Rosen and 
Dr. Peck are interested. I do not think that one should jump to the conclusion 
that it does. As far as sensitization and environment are concerned, this eruption 
appeared when the patient was in Greece; there has been a great change in the 
environment and the eruption is still present. Therefore, I do not think that a 
diagnosis can be made until the sections are studied and, possibly, some roentgen 
treatment, which may clear the condition, is given. 

Dr. EuGene F, Traus: Perhaps I can clear up a few points about this case 
as I saw the patient when his disease was in an early stage. He has been hos- 
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pitalized on two or three occasions at the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital. He has undergone many tests and 
has received a number of roentgen treatments. As I recall, his trouble began 
after he came to this country. Recently he went back to Greece, and while he 
was there his eruption became progressively worse, even while he was in the 
hospital. On his return he again visited the clinic, but because of financial reasons 
he could not be hospitalized again. Changes of environment, therefore, have appar- 
ently caused no improvement in his condition. When he was first seen there was 
some question as to whether the eruption had begun as a dermatophytosis or at 
least was complicated by that disease, and he was examined extensively from the 
standpoint of tinea of the hands and feet and of various external factors such as 
are commonly thought to cause eczema; he was also thoroughly examined for 
foci of infection. All these factors were eliminated in turn as the results of 
examinations were negative. Each time the patient was hospitalized the condition 
cleared up almost entirely after various local remedies had been employed. As I 
remember, there was no favorable response to the roentgen treatment, but at that 
time his eruption was acutely vesicular rather than as it appears tonight. When 
the patient returned to his work his eruption recurred, but evidently other factors 
than contacts associated with his work were able to cause fresh attacks. The 
appearance of the eruption tonight is entirely different from that presented during 
the period of years my co-workers and I observed the patient. He now presents 
nodular lesions, particularly on the forehead. Formerly these nodules were deep- 
seated, and although they were probably deep in the derma, little superficial inflam- 
mation was present. On the body, perhaps because of treatment, the surface of 
the skin was more inflamed. From the appearance of the nodules on the forehead 
alone I do not think that any one would hesitate to place this eruption in the group 
of lymphoblastoma. It would have to be proved that the eruption is not a form 
of leukemia, and if this diagnosis can be excluded the disorder certainly is a 
mycosis fungoides. 

Dr. Louis Cuarcin: Several of the speakers have called attention to the fact 
that they have seen numerous cases of this type. If the manifestations are to be 
considered as forerunners of mycosis fungoides, one ought to see many more cases 
of mycosis fungoides than are actually encountered. Mycosis fungoides is com- 
paratively rare; the condition exhibited by this patient is comparatively common, 
and I do not see how one can regard eruptions of this type as representing mycosis 
fungoides, or a premycotic stage of mycosis fungoides. 


Psortasis? Presented by Dr. FRANK VERO. 


F. Y., a man aged 23 years, is presented from the New York Polyclinic Medical 
School and Hospital. He was first seen on Nov. 26, 1934, with a penile lesion 
of four weeks’ duration. He had an indurated ulcer on the prepuce and bilateral 
scleradenitis of the groins. No signs of secondary syphilis were noticed. Repeated 
dark-field examinations for Spirochaeta pallida gave negative results. The Wasser- 
mann reaction was 2 plus with all antigens, and the Kahn reaction was 3 plus. 
The patient received eight injections of neoarsphenamine and twelve injections of 
a bismuth preparation. After the last injection of neoarsphenamine he noticed 
an eruption which appeared first on the penis and later on the face, neck, ears, scalp 
and forearms. The lesions on the penis are flat reddish-brown slightly infiltrated 
papules the size of a pea, covered with white imbricated scales. Similar sharply 
defined lesions, varying in size, are visible in the other affected areas. When a 
scale was removed from a lesion on the arm a few indistinct bleeding points could 
be seen. The patient states that he had eczema of the ears three years ago, which 
cleared up by application of zinc paste within a period of three or four weeks. 
There is no familial history of psoriasis. 


DISCUSSION 


Dr. IsaporE RosEN: I could not see anything clinically suggestive of psoriasis. 
My diagnosis would be papulosquamous syphilis. The fact that the patient has 
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received intravenous and intramuscular treatment for syphilis does not rule out 
that possibility. There are cases in which for unknown reasons active syphilitic 
manifestations develop even during periods of treatment. I believe that in such 
instances the type of drug or the dose is not efficacious and a change to some other 
preparation is necessary. 

Dr. Leo Sprecet: I do not agree with the last speaker. My impression is 
that this is a case of psoriasis. One cannot make a diagnosis in this case just 
by looking at one or two lesions, but, taking into consideration the entire picture, 
it is my impression that this patient has psoriasis. He has responded to anti- 
syphilitic therapy. In two months he has received eight injections of neoarsphen- 
amine and twelve injections of a bismuth preparation, and during that time the 
lesions have involuted. The scar on the penis was quite large, and it looks per- 
fectly healed over, perfectly smooth. I think the condition has responded to therapy. 
I could feel no enlarged glands. In my opinion, the lesions on the side of the 
face, under the ear and in the hairy region of the scalp on the left side resemble 
psoriasis more than lesions of syphilis. Then again, the patient states that he 
had eczema a few years ago in the same region under the ear; that may have 
been a forerunner of psoriatic lesions. I think this is a case of psoriasis. 


Dr. Marion B. Sutzpercer: If the disease is syphilis it is in the secondary 
stage. If so, not only should a histologic examination differentiate it from 
psoriasis but a dark-field examination should show spirochetes in the lesions. I 
hope that the presenter will make these examinations and report the results at 
the next meeting. 

Dr. HERMAN GoopMAN: There are three possibilities: The eruption may 
be due to syphilis; it may be psoriasis, or it may be due to therapy. Either the 
arsenic or the bismuth medication could cause an eruption of this type. Before 
making the decision one should ascertain whether the serologic reaction is strongly 
positive. Then one would have to decide whether these diagnoses are feasible as 
indicating secondary syphilis: psoriasis in patient with a serologic reaction indica- 
tive of syphilis; an eruption due to a drug in a syphilitic patient. Contrariwise, 
the patient could have a negative serologic reaction with the three possibilities. I 
doubt whether dark-field examination will disclose spirochetes as readily as Dr. 
Sulzberger suggests. In the type of lesion which this patient has on the right 
forearm one would have great difficulty in demonstrating spirochetes. That has 
been my experience. My impression clinically is that this lesion is due to syphilis. 

Dr. A. BeENson CANNON: Dr. Rosen has expressed my opinion of this case 
in a better way than I could. I, too, think that the patient has secondary syphilis. 
I believe one often loses sight of the fact that many of the therapeutic remedies 
which are used in the treatment of syphilis are not as spirocheticidal as they 
should be. I think that Dr. Schamberg and Dr. Kolmer showed conclusively 
that neoarsphenamine is a comparatively nonstable compound and less potent as 
an antisyphilitic remedy than arsphenamine and that the therapeutic index of 
neoarsphenamine not only varies according to the manufacturing process but that 
different serial numbers from the same firm may vary greatly in spirocheticidal 
properties. All the members can cite instances of patients suffering with an erup- 
tion of secondary syphilis in whom courses of from eight to ten injections of 
neoarsphenamine have failed to bring about improvement in the lesions. At times 
the syphilitic eruption has even progressed under such treatment. There is one 
patient with such an eruption now in the dermatologic service at the City Hospital. 
After he received ten injections of neoarsphenamine the eruption was more pro- 
nounced than when the treatment with neoarsphenamine was started. The erup- 
tion disappeared entirely after two injections of old arsphenamine. I believe that 
Dr. Vero’s patient should be treated with arsphenamine, and I have no doubt that 
his eruption will begin to disappear after the first injection. 

Dr. Davin Bioom: I wish to stress one point which has not been mentioned. 
All the papules on the body, except the small plaque behind the left ear, show 
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a scaly collaret which I have never seen in psoriasis but have observed frequently 
in eruptions of secondary syphilis. 

Dr. HERMANN Feit: I have been interested for several years in psoriasiform 
syphilis, and I agree with Dr. Sulzberger. The search for spirochetes depends 
only on the technic. By using an artery clamp to squeeze the serum out for 
about five minutes, so that serum from the deep tissues is obtained, the spirochetes 
can be demonstrated. I think that will settle the question much more quickly 
than all the morphologic data available. I think that the technic which Dr. Sulz- 
berger has suggested, if applied correctly, will demonstrate the spirochetes. Of 
course, material for a biopsy might be taken from the lesion. That would settle 
the question between papular syphilid and psoriasis. 


Psorrasis? Presented by Dr. S. Daspney Moon-ApAms. 


S. S., a woman aged 33, born in Russia, is presented from the Vanderbilt Clinic. 
For the past two or three years she has had an eruption on the ears; for seven 
months an eruption has been present on the palms and soles, and four months ago 
an eruption appeared on the scalp. In the occipital region there is a circumscribed 
area of redness and scaliness. Red and scaly patches surround the external auditory 
meatus. Between the thumb and the index finger of each hand the skin is rough, 
red and hyperkeratotic. There are circumscribed callus-like lesions on the right 
palm and on both soles and heels. Over both internal malleoli are circumscribed 
erythematous scaly lesions. The finger-nails and thumb-nails of both hands are 
pitted. 

The Wassermann reaction of the blood was negative. Examination for tinea 
gave negative results. Results of determinations of the arsenic content of the 
blood and urine have not yet been reported. 


DISCUSSION 


Dr. HerMAN GoopMAN: My diagnosis is pustular psoriasis. 

Dr. Davin BLoom: This patient has a variety of lesions, some of which are 
typically psoriatic; others are unusual. The few oval or round, sharply circum- 
scribed scaly lesions on the palms are typical lesions seen in cases of palmar 
psoriasis. I have seen and described a lesion almost identical with the dry scaly 
fissured plaque at the base of one thumb and in the web of the thumb and index 
finger, and in several cases of pustular psoriasis I have observed hyperkeratotic 
lesions such as those on the heels and balls of the feet of this patient. 

Dr. HERMANN Feit: I am especially interested in this case. If the patient 
did not have these hyperkeratotic lesions of the soles no one would hesitate to 
say, from examining the scalp and the palms, that she has typical psoriasis. 
She has taken no arsenic. There is the possibility that some persons react with 
more severe hyperkeratosis than others. Why, I do not know. I do not see why 
one should make two diagnoses in this case. By the way, the lesions on the scalp 
developed after the lesions on the hands and feet. 


ACRODERMATITIS CHRONICA ATROPHICANS. Presented by Dr. ANprew H. 
MONTGOMERY. 


R. M., a Russian woman aged 47, is presented from the New York Polyclinic 
Medical School and Hospital. The patient was first seen in 1934. She states 
that approximately seven years ago the skin of both arms reddened, became itchy 
and gradually thinned and that later the legs became involved. She states that 
she had attacks of asthma and one miscarriage. Otherwise, the history is irrelevant. 

The skin of the arms is reddish blue, loose, atrophic and wrinkled, with a super- 
ficial reticulated venous network. Similar and more pronounced atrophic changes 
are seen on the thighs and lower portion of the legs, especially on the extensor 
surfaces. There are numerous dime-sized, slightly raised, flat nodular lesions of 
firm consistency on the arms and legs. A few lesions show distinct herniation. 
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The cheeks are slightly atrophic with a few fine vertical linear telangiectases. The 
Wassermann reaction has been repeatedly anticomplementary. 


DISCUSSION 


Dr. Marion B. SULZBERGER: This is a widespread and interesting eruption. 
One observation which has always interested me in cases of this type is that I 
have found only one case in which the patient was born in the United States. 
Dr. Montgomery’s patient was born in Russia but has lived in this country for 
twenty-five years. The eruption is, I believe, of six years’ duration; it appeared 
after nineteen years, and still it seems to be connected in some way with the 
place of origin, that is, with the environment in which the patient spent her youth. 


CARCINOMA OF THE TONGUE ON A Sypuititic Basis. Presented by Dr. A. 
Benson CANNON. 


I. A. B., a man aged 61, a private patient, is presentéd with a lesion on the 
tongue of about one month’s duration. He has a recurring epithelioma in the 
scar of an old epithelioma removed by desiccation and treated with roentgen 
irradiation in March 1923, He had a penile lesion from fifteen to twenty years ago 
and received treatment for several months. The Wassermann reaction was 2 plus. 
Six injections of arsphenamine were given before the operation, but no change 
occurred in the lesion. Except for a verruca in the center of the scar which was 
removed in June 1933 and subjected to biopsy, the patient remained in good 
physical condition in the intervening years until he was seen in January 1935 with 
a recurrence of epithelioma in the old scar. On Jan. 29, 1935, the Wassermann 
reaction was 3 plus with a cholesterol antigen and 1 plus with alcohol. 

Adjacent to the old scar on the tongue there is a red, granular ulceration with 
a hard elevated border. In the middle of the tongue, near the end, is a similar 
ulcer, 1 inch by % inch (2.5 by 1.9 cm.) in diameter, with surrounding hardness 
covering an area the size of a twenty-five cent piece. The border of this lesion 
is a bit nodular. The patient has received mixed treatment with mercury and 
potassium iodide at intervals. 

DISCUSSION 


Dr. R. H. Ruttson: Does Dr. Cannon consider the lesion to be a recurrence 
or a new malignant process? 

Dr. A. Benson Cannon: I consider this a new malignant process and not 
a recurrence of the old one. This lesion has not recurred on the site of the old 
operative scar, as the members probably noticed. I removed the greater portion 
of the right side of the tongue rather far back, and this lesion has occurred on 
the left border of the tongue. 

Dr. Eucene F. Traus: This is a classic case. By inspecting the tongue one 
can see a distinct loss of tissue on the right side, which indicates that the original 
lesion which was removed was in that area; that opinion has been confirmed by 
Dr. Cannon. The present lesion began to the left of the center of the tongue and 
seemed to be an entirely new growth. I think that the clinical diagnosis could be 
made easily because of the smooth atrophy present and the destruction of the 
central portion of the tongue. A purely syphilitic lesion will push aside the median 
raphe but will not as a rule destroy it. I suggest that Dr. Cannon adopt the 
same method of therapy for the present lesion that he used so successfully in the 
removal of the other lesion. I had a similar experience in a case of carcinoma 
of the mouth in which operation was considered impossible from a surgical stand- 
point. A large portion of the lesion was removed by endothermy, and the nodes 
of the neck were treated with roentgen radiation; the patient is alive and apparently 
well today, about four or five years after the operation. 

Dr. HerMAN GoopMAN: I am much interested in the treatment which has 
been instituted since the first carcinoma of the tongue was removed. In this 
patient, well advanced in years, a carcinoma of the tongue developed. It was 


AS 
2 q 


970 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


probably on a syphilitic basis, although it is not quite clear to me from Dr. 
Cannon’s description whether he had a syphilitic lesion on the tongue before the 
appearance Of the carcinoma eleven years ago. Since then the patient has been 
treated for syphilis. The treatment has included injection of a preparation of 
mercury in mixed treatment and several courses of arsphenamine. This was 
intensive treatment with heavy metal for a patient, an old man, who had already 
shown a tendency toward carcinomatous changes. Treatment without heavy metals 
may have saved him from this second carcinoma. In 1917 Dr. Torek had a 
patient with a 4 plus Wassermann reaction, with gummas and carcinomatous 
degeneration. The surgeon believed that the patient should be given treatment 
for his syphilis before the proposed operation for the carcinoma. During a period 
of six weeks increasing doses of arsphenamine were administered, and with each 
dose the lesion of carcinoma increased in size, finally becoming inoperable. That 
case was the first to come to my attention. I have always regarded it as important 
and have guided myself accordingly. When a patient with a positive serologic 
reaction indicative of syphilis or with gummas of the mucous membrane comes to 
me and the patient is well advanced in years or shows tissue reactions due to old 
age, it has been my practice to avoid treatment with the heavy metals. I wonder 
whether the heavy metal of the arsphenamine and other treatment plus the syphilis 
of the patient has led to the formation of this new lesion of the tongue. It 1s idle 
speculation, I know, but I wonder whether this patient would not have been better 
off as far as carcinoma superimposed on syphilis of the tongue is concerned if he 
had not been given arsphenamine and mercury. 

Dr. IsaporE Rosen: There seems to be a wide diversity of opinion regarding 
the treatment of patients with a syphilitic infection in whom malignant degenera- 
tion develops on the tongue or within the oral cavity. In my opinion the arsenical 
preparations are contraindicated in these cases, for I have seen a number of 
patients in whom the process was hastened from a slowly growing one into a rapidly 
developing neoplasm within a short while. There is no question in my mind that 
arsenic stimulates epithelial proliferation. I therefore make it a rule not to give 
patients with extensive leukoplakia of the tongue or buccal mucosa any of the 
arsenical preparations. After the malignant process has been taken care of by 
whatever method is employed, I feel that it is important to treat these patients 
for their syphilitic infection by giving them a preparation of bismuth or of mercury 
intramuscularly and the iodides by mouth. 

Dr. Louis Cuarctn: I think that Dr. Rosen’s opinion is entirely correct as to 
the importance of not giving arsphenamine to patients beyond middle age who show 
leukoplakia of the mouth and other indications of asymptomatic syphilis. I think 
it is, however, a totally different matter when one is dealing with a lesion on the 
tongue in which the suspected carcinoma is on the basis of a possible gumma. I 
think it quite safe to give small doses of the organic arsenical compounds together 
with bismuth or mercury preparations. Mixed treatment is inadequate in these 
cases. I have now seen many of these cases and have failed to see any one in 
which the judicious use of the arsphenamines has hurt the patient in any way. 


Dr. E. Wirrt1am AsrAmowitTz: I recall reading a statement by Professor 
Jadassohn that he had never seen a lesion like leukoplakia or a healed scar from 
an old syphilitic process in the mouth degenerate into a malignant lesion as a 
result of treatment with arsenic. It is different, however, when the actual malig- 
nant process is present. I have seen an example of what arsphenamine can do 
in a case of cancer of the upper lip which on first thought was considered a lesion 
of primary syphilis owing to the fact that the patient had a positive Wassermann 
reaction. After two injections of arsphenamine the size of that lesion increased 
almost threefold. Dr. Rosen will bear me out in this statement as this case was 
observed at the New York Post-Graduate Medical School and Hospital last year. 
An active syphilitic lesion in the mouth that has been present for some time may 
be undergoing degenerative changes at the time the patient presents himself for 
observation. In that case, while the arsenical preparations may cause some 
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temporary improvement of the actual syphilitic process, the medication may stimu- 
late the part of the lesion that is already malignant. 

Dr. Cannon's case illustrates the point that the patient presumably was cured 
for about ten years after the removal of the cancer of the tongue. A recurrence 
has taken place on a different part of the tongue. In a statistical study by Gretta 
M. Thomas (Medical Research Council, Special Report Series, no. 70, London, 
His Majesty’s Stationery Office, 1933) it is shown that in patients with cancer 
of the skin and perhaps also of the mouth there is a tendency for new primary 
growths and probable metastases to develop up to nine or more years after the 
disappearance of the old lesion. 


Dr. A. BeENson CANNON: I do not think I made myself entirely clear to Dr. 
Goodman. This patient was referred originally to Dr. Fordyce for a probable 
carcinoma of the tongue, the diagnosis of syphilis having been discarded by his 
physician because of lack of satisfactory response of the lesion to injections of 
arsphenamine and of a preparation of mercury. He has received no injections of 
arsphenamine since the removal of the growth twelve years ago, his treatment 
having consisted mainly of a preparation of mercury and potassium iodide taken 
by mouth and three. courses of from twelve to fifteen injections of a bismuth 
preparation given by his physician. I agree with Dr. Rosen and Dr. Abramowitz 
in their observations on the irritating effect of, and rapid spread of carcinoma 
after, treatment with arsphenamine. It has always been a difficult problem for 
me to determine whether such progress in the spread of carcinomatous lesions was 
due actually to the arsphenamine or to the delay in the praper treatment of the 
carcinoma caused by prolongation of the antisyphilitic treatment. Certainly, 
theoretically, one would expect arsenic to stimulate the increase in growth of a 
carcinoma, since arsenic is generally regarded as an epithelial stimulant. I 
agree with Dr. Rosen that it is a mistake to give arsenic to remove lesions of the 
mucous membrane, especially in old patients. I have noted development of 
carcinoma at the site of the verrucous lesions of the mucus membranes in syphilitic 


patients treated with arsphenamine and also in patients with syphilis of the liver 
who have received arsphenamine, and for that reason I believe, as Dr. Rosen does, 
that one should be careful in giving arsphenamine to such patients, especially with- 
out initial treatment with iodide or with preparations of bismuth or mercury. 


Mat PeRFORANT AND CHARCOT JOINT OF THE ANKLE. Presented by Dr. HERMANN 
Fert. 


A. B., a Negro aged 46, is presented from the Vanderbilt Clinic. The present 
illness began six months ago as a blister on the right great toe which appeared 
after irritation by an iron brace for fallen arches. Later the area around this 
blister became calloused and ulcerated. 

The patient has never had a penile sore. He had a urethral discharge thirteen. 
years ago. One year ago the Wassermann reaction was 4 plus. He was treated 
with twenty-four intravenous injections and twenty-three intramuscular injections. 
The spinal fluid was examined two weeks ago, but the results have not yet been 
reported. The patient is married. He has no children, his wife never having 
been pregnant. He complains of occasional “gas” pains in the abdomen. He has 
no difficulty in getting about in the dark. There is a hyperkeratotic area, 2.5 by 
2 cm. in diameter, on the plantar surface of the great toe of the right foot, with 
a central ulceration and slight crusting. There is a hyperkeratotic process of the 
tip of that toe with irregularity and transverse striations of the nail. The con- 
dition has improved 50 per cent after recent antisyphilitic treatment. 


MuLtTIPpLce SUPERFICIAL BASAL CELL EpITHELIOMA. Presented by Dr. A. BENSON 
CANNON. 
A. W. M., a man aged 65, is presented from the Vanderbilt Clinic. The past 


history includes (1) a penile lesion and “buboes” at the age of 22 years, treated only 
locally; (2) nodular lesions on the extensor surface of the lower portion of the 
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legs at the age of 44; (3) a stroke at the age of 48, followed by injections for 
one week. The patient has had several blood tests, none of which have been 
positive. The last test was made ten years ago. He has been using hair dye for 
the past three years. 

The patient presents many lesions on the trunk and extremities; they consist 
of (1) macular, pigmented lesions with superficial scaling measuring from 1 to 
3 cm.; (2) elevated, keratotic, pigmented lesions measuring from 0.5 to 1 cm.; 
(3) an elevated, indurated lesion on the right forearm with a slightly depressed 
center and no ulceration; (4) elevated, soft, pigmented lesions. 

The Wassermann test was negative. The biopsy report was as follows: The 
histologic diagnosis is superficial multicentric basal cell epithelioma. The blood 
contained 0.09 mg., and the skin contained 0.23 mg., of arsenic per hundred grams 
of dry substance; a twenty-four hour specimen of urine showed 0.122 mg. of 
arsenic; the hair dye contained 0.004 mg. of arsenic per cubic centimeter. 


DISCUSSION 


Dr. Marion B. SutzBercer: For the last few years, since Dr. Cannon’s work 
and the work of Ayres and Anderson, I have questioned all patients with this 
type of multiple epithelioma regarding previous injections of arsphenamine. The 
patients I have seen have not received arsphenamine. There has not been one case 
of that type with a history of arsphenamine medication, but invariably close ques- 
tioning elicited a history of treatment with inorganic arsenical preparations. 
I should like to know if that has been the experience of other members who have 
seen this type of epithelioma. I have had one case which I intend to follow 
further. My co-workers and I investigated a case much like this one about a 
year ago at the New York Post-Graduate Medical School and Hospital. The 
patient was cooperative. When patch tests of the skin were made with inorganic 
arsenical preparations, such as a solution of potassium arsenite and sodium arsenate, 
a certain dilution of these caused no reaction on the normal skin but produced a 
definite eczematous response on areas which had been previously occupied by the 
carcinomatous lesions. Hence it seemed as though in this case one could demon- 
strate an epidermal hypersensitivity to inorganic arsenical preparations. This 
makes the hypothesis tenable that in such cases arsenic in the skin produces epi- 
thelial irritation in a circumscribed and specifically hypersensitive area. This 
irritation may not be sufficiently strong to become manifest as dermatitis but still 
be sufficiently strong to produce chronic irritation which leads to the formation 
of epithelioma. A biopsy of material from the areas tested was made, and Dr. 
Satenstein’s report coincided with my opinion, as based on the clinical findings, 
that there was an eczematous epithelial reaction to the arsenic. 

Dr. SicMuND Pottitzer: Lest the impression be gained that multiple epi- 
theliomas of the skin are necessarily due to arsenic and particularly the arsphen- 
amines, I want to say that they occur in patients who have not received any 
arsenic or arsphenamine. I recall, for instance, having seen cases of multiple 
epitheliomas of the face long before arsphenamine was used, and in those cases there 
was no question of arsenic having been ingested in any form. While I do not 
question for a moment that arsenic is a provocative of epithelial proliferation in 
some cases, it is not by any means the only cause of epitheliomas of the skin. 

Dr. HerMAN GoopMAN: There is a discussion in the British Journal of Derma- 
tology (47:21 [Jan.] 1935) on multiple benign superficial epithelioma. I think 
the interesting feature of the various types should be considered, that is, that 
arsenic can cause multiple superficial benign basal cell epithelioma. 

Dr. A. Benson Cannon: I have had the opportunity to observe three patients 
whom I had treated with arsphenamine and in whom multiple superficial basal ceil 
epitheliomas developed later on, and I saw three others who had been treated by 
Dr. Fordyce with arsphenamine for syphilis and had epitheliomas of this type. It 
was usually more than ten years after the beginning of treatment with arsphenamine 
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that the epitheliomas were observed. From a patient with neurosyphilis who had 
received numerous injections of arsphenamine and of the heavy metals many years 
ago, my co-workers and I have removed more than a hundred superficial basal 
cell epitheliomas in the last fifteen years. I do not think that two years have 
elapsed between any visits which the patient made to have us remove some of the 
growths from his skin. At the Vanderbilt Clinic I saw three patients with super- 
ficial basal cell epitheliomas who stated that they had received treatment with 
arsphenamine for syphilis a number of years before. While arsenic may not be 
the sole cause of a superficial basal cell epithelioma it is significant that this 
patient should have such growths as well as keratoses and pigmented areas—the 
latter two conditions being usually found in persons who have taken arsenic. It 
is generally known that it is not necessary to have received injections of arsphen- 
amine to have retention of arsenic; there are many sources of arsenic, such as 
vegetables, fruits, dust, etc. Perhaps few persons escape an intake, and many 
may have a retention, of arsenic. 


Report ON A CASE OF ANGIOLUPOID. Dr. FRANK VERO. 


F., T., a girl aged’5 years, was presented at the meeting of Dec. 4, 1934 (ArcH. 
Dermat. & SypH. 31:901 [June] 1935) with the questioned diagnoses of Boeck’s 
sarcoid (lupoid) and angiolupoid. Since then another lesion has been excised. 
The histologic report this time is sarcoid, possibly of the Darier-Roussy type. 


NEW YORK DERMATOLOGICAL SOCIETY 
Frep Wise, M.D., President 
Feb. 26, 1933 
R. H. Rututson, M.D., Secretary 


A Case For Dracnosts (Eruption Due To PHENOLPHTHALEIN? Mycosis 
Funcowes?). Presented by Dr. Frep Wise. 


K. T., a woman aged 46, born in the United States, single, a secretary, has 
had the condition for which she is presented for one year. She is under the care 
of Dr. Charles Rein. The eruption began as a small lichenified patch of eczema 
in the right axilla. This disappeared with a few fractional doses (75 roentgens) 
of infiltrated radiation. 

There is a generalized eruption consisting of red to reddish-brown patches; 
it is most marked on the right side of the forehead, on the sides of the neck, in 
both axillae, on the back, on both flanks and on the inner aspects of the thighs. 
The lesions are irregular in outline and vary in size; some are the size of a small 
coin, and the largest involves almost the entire back. The patches are lichenified 
and covered with dry adherent scales. The lesions in the left axilla and on the 
right thigh are moist. On the thighs and legs the patient also presents numerous 
irregular nonscaly erythematous patches which resemble large ecchymoses. 

Two years ago the patient had a small nodule associated with considerable 
swelling of the right upper eyelid. The Wassermann reaction at that time was 
4 plus. The patient also presented evidence of myocardial damage. She received 
six injections of neoarsphenamine, but this medication was discontinued because 
of a moderate albuminuria and exacerbation of the cardiac symptoms. Since that 
time the patient has been receiving injections of a bismuth preparation. She had 
taken laxatives containing phenolphthalein at varying intervals for several months 
before the appearance of the eruption. Urinalysis showed 2 plus albumin. The 
results of blood tests were as follows: Kline diagnostic test, 2 plus; Kline exclu- 
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sion test, 4 plus; Wassermann test, 4 plus; the hemoglobin content was 88 per cent 
(Sahli); there were 4,860,000 red cells and 7,600 white cells with 65 per cent 
segmented cells, 13 per cent eosinophils, 2 per cent basophils, 9 per cent lymphocytes 
and 6 per cent monocytes. 

On Feb. 17, 1935, the report on the biopsy by Dr. David Satenstein was as 
follows: The vessels of the middle and upper portions of the cutis are dilated. 
There is a marked diffuse cellular infiltrate in the upper portion of the cutis. 
This is composed chiefly of small round cells and wandering connective tissue cells. 
In the deep layers of the cutis there is parenchymatous edema, and there is moderate 
interstitial edema in the upper layers of the cutis and papillae. The latter are 
elongated and widened. The epidermis is irregularly acanthotic. The margin 
of the basal cells is well defined. There is some intercellular edema. The granular 
layer is present in part, and where it is absent there is parakeratosis. The picture 
suggests an eruption due to a drug. 


DISCUSSION 


Dr. J. FRANK FRASER: I cannot make a diagnosis of mycosis fungoides from 
the section. 

Dr. Howarp Fox: From the history of ingestion of phenolphthalein and from 
the clinical appearance and the report of the histologic examination I think that 
the eruption is probably due to phenolphthalein. 

Dr. GrorceE M. MacKee: In spite of the negative results of the pathologic 
examination I think that the case is one of mycosis fungoides, but the possibility 
of an eruption due to phenolphthalein should be ruled out by several tests. 

Dr. Eucene F. Traus: The location of the lesion about the umbilicus and the 
general configuration are unusual for mycosis fungoides. 

Dr. Frep Wise: The only objection to the diagnosis of an eruption due to a 
drug is the fact that the therapeutic test with roentgen irradiation caused some 
of the lesions to disappear after four fractional doses (75 r). I never saw an 
eruption due to phenolphthalein disappear in such a short time after roentgen 
treatment. The response to roentgen treatment indicates the diagnosis of mycosis 
fungoides. 


Lupus ERYTHEMATOSUS WITH MARKED VERRUCOUS LESIONS OF THE FINGERS. 
Presented by Dr. Howarp Fox. 


B. T., a man aged 58, a full-blooded Negro, was referred from the Veterans 
Administration Facility No. 81. He has suffered from the eruption for the past 
sixteen years. He presents extensive patches of a fixed type on the scalp, cheeks, 
ears, neck and dorsal surface of several fingers. The patches are pinkish white 
and contrast markedly with the dark skin. Some of the lesions on the fingers show 
marked verrucous elevations, suggesting the appearance of tuberculosis verrucosa 
cutis. The verrucous portions do not entirely cover the red spots but are sur- 
rounded by a reddish border. No treatment has been given. 


DISCUSSION 


Dr. Howarp Fox: The patient is presented because of the question as tc 
whether the lesions on the fingers are lupus erythematosus or tuberculosis ver- 
rucosa cutis. 

Dr. Mattory WitiiaMs: I favor the diagnosis of lupus erythema- 
tosus. I have seen a white woman with typical lupus erythematosus on the usual 
regions of the nose and cheeks whose lesions were much thicker than the ones 
exhibited by this patient and were heaped up and keratotic. I do not think that 
there is a question of any other diagnosis. 

Dr. GrorcE M. MacKee: The question in this case is one that is not easily 
decided clinically. Histologic examination might help. However, I have seen 
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a number of cases of lupus erythematosus of a distinctly hyperkeratotic type, and 
I agree with Dr. Williams that the entire eruption is probably lupus erythematosus. 

Dr. Eucene I. Traus: In the cases of hyperkeratotic lupus erythematosus 
that I have seen the lesions were covered with thickened scales suggestive of 
heaped up crusts; they were not verrucous, while the lesions on this patient’s 
hands are definitely verrucous. I think the better diagnosis for the lesions on the 
hands would be tuberculosis verrucosa cutis. 

Dr. A. BENson Cannon: I do not believe that there is enough inflammatory 
reaction around these warty lesions to justify a diagnosis of tuberculosis verrucosa 
cutis. I think, as Dr. Williams does, that the condition probably is lupus 
erythematosus. 

Dr. Howarp Fox: Like Dr. Williams, I am convinced that the entire process 
is lupus erythematosus, as I have seen similar cases with a markedly verrucous 
surface. 


LicHEN PLanus Buttosus. Presented by Dr. Howarp Fox. 


P. T., a man aged 39, is referred from the Veterans Administration Facility 
No. 81, where he has been a patient for the past five weeks. Nine weeks ago a 
generalized and typical eruption of lichen planus appeared on the trunk and 
extremities. The day after he entered the hospital (five weeks ago) an extensive 
vesiculobullous eruption appeared on the lower extremities. These lesions appeared 
on the areas affected by lichen planus. Some of them were tense; others were 
flaccid; all contained clear serum. The patient complained of moderate itching, 
though few marks of scratching were present. The patient is an intelligent man 
who says that he practically never uses drugs of any kind and that during his 
stay in the hospital he received only local treatment for the bullous eruption. 


DISCUSSION 


(The members concurred unanimously in the diagnosis.) 

Dr. Howarp Fox: I am glad that the members agree as to the diagnosis for 
lichen planus bullosus is a rare disease and this patient presents a striking example 
of that condition. 

Dr. Georce M. MacKee: I agree with the diagnosis, but I have never seen 
such large bullae in a case of lichen planus. 


A Case For DracGnosis (PorkILopERMA?). Presented by Dr. Howarp Fox. 


H. L., a man aged 49, a bookkeeper, was born in Greece and emigrated to 
the United States. As a child he suffered from diphtheria and chronic bronchitis, 
and in early adult life he had several attacks of gonorrhea, a soft chancre and 
an inguinal abscess. He states that he did not have syphilis. He thinks that the 
eruption appeared when he was 7 years old and that it began as a scaly reddish- 
brown patch in the right antecubital space. This lasted about five years and dis- 
appeared spontaneously. The patient was free from the eruption until the age 
of 18, when two large patches appeared on the upper and inner aspect of the thighs. 
This has almost disappeared, though a slight redness remains. The eruption 
reappeared fourteen years ago, the first lesion being a patch the shape of a half- 
moon beneath the left nipple. Since then new patches have gradually appeared, 
mainly on the trunk, and none of them has disappeared. Five years ago the patient 
consulted a dermatologist in New York who gave him a few fractional doses 
of roentgen radiation and a course of eight injections of neoarsphenamine. There 
was slight improvement in the few areas treated by roentgen radiation, though 
the major part of the eruption showed no improvement whatever after administra- 
tion of neoarsphenamine. At that time the results of Wassermann tests of the 
blood were 3 plus, negative and 2 plus, respectively, on different occasions. The 
patient rarely took any kind of medicine. 
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The eruption affects the trunk, especially the anterior surface, the upper portions 
of the thighs and the arms and forearms. There are about two dozen patches 
varying in size; some are the size of a small coin, and one measuring 11 by 
4 inches (27.9 by 10.1 cm.) is situated on the left side of the chest and abdomen. 
The patches are round or oval, sharply defined and yellowish red. All are more 
or less covered with branny desquamation. The infiltration is slight but when 
present varies somewhat in different lesions and in different parts of some lesions. 
None of the lesions shows any suggestion of hide-bound skin, and the patient 
states that at no time since the eruption began has such a condition been present. 
A few patches show a slight suggestion of dermatitis due to roentgen rays or of 
poikiloderma. The results of two recent Wassermann tests of the blood were 
1 plus and plus-minus, respectively, and microscopic examinations for fungi gave 
negative results. The lesions show no anesthesia, and there is no appreciable 
enlargement of the ulnar nerves and no sensory disturbances in the extremities. 
A nasal smear made several years ago was negative for leprosy bacilli. 

A histologic examination was made by Dr. T. J. Riordan, whose report is as 
follows: “The sharp line of demarcation of the infiltration in the upper third 
of the corium and the suggestion of cell nests in the epidermis indicate mycosis 
fungoides. The infiltrate consists mainly of lymphocytes, large and small, some 
reticular cells and an occasional plasma cell. The basal layer of the rete is dis- 
rupted, but other features of parapsoriasis are lacking. Scleroderma cannot be 
excluded because the elastic tissue is destroyed. Diagnosis: chronic inflammatory 
process (possibly mycosis fungoides).” 


DISCUSSION 


Dr. GeorceE M. MacKee: From the history and present appearance I am 
inclined to suggest the diagnosis of parapsoriasis, but the histologic picture appears 
to rule that out. From the histologic picture I favor the diagnosis of mycosis 
fungoides, but it certainly is unusual for an individual patch of mycosis fungoides 


to last twenty or more years. There are other diagnoses that have to be con- 
sidered, of course, for instance, poikiloderma. I am unable to make a definite 
diagnosis. 

Dr. CHARLES MALLorY WILLIAMS: It would take too long to discuss this case, 
but I should place the condition in the group of cutaneous dystrophy and regard 
it as being somewhat allied to scleroderma and essential atrophy. As to the cause 
of these cases I have not the least idea. I have seen a typical case of scleroderma, 
sclerodactylia, changes in the bones, and so on in which lesions on the trunk and 
arms like those exhibited by this patient were present; those lesions at no time 
showed any evidence of changes typical of scleroderma. The process is an essential 
alteration in the skin progressing to atrophy, which I think is definitely present 
in this case. I think this patient’s disorder belongs in that group and not in that of 
mycosis fungoides or any of the infections. 

Dr. Eucene F. Traus: I agree with what Dr. Williams has said, and I 
suggest that Dr. Fox remove a piece of tissue from the small white areas in the 
patches to see if they do not show changes typical of scleroderma. I think that 
the large patch shows both atrophy and scleroderma. 

Dr. Paut E. Becuet: Dr. Fox’s case is interesting. In view of the puzzling 
symptomatology it would be presumptuous to be dogmatic; however, one can 
certainly say that there are atrophy and pigmentation, arranged in reticular forma- 
tion. While telangiectasia is absent, the eruption is nevertheless suggestive of 
dermatitis due to roentgen rays and that in itself, in the absence of previous 
roentgen therapy, is suggestive of poikiloderma vascular atrophicans. I should 
therefore include that dermatosis in the group of possibilities. 

Dr. Frep WIsE: It sounds extremely ‘illogical to make a diagnosis of sclero- 
derma when the histologic picture does not point to scleroderma, but this patient 
has a patch on the anterior surface of the left thigh which resembles scleroderma. 
It has an ivory color. I agree with what Dr. Williams said. The German litera- 
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ture contains several articles describing a condition like this patient’s under the 
name “atrophying scleroderma.” 

Dr. GeorGe M. MacKee: Scleroderma does not produce such a scaly eruption. 

Dr. Frep Wise: Would one call this eruption scaly? 

Dr. Georce M. MacKee: I think that the eruption is decidedly scaly; it is 
also pigmented. 

Dr. Howarp Fox: My difficulty in arriving at a diagnosis is reflected by the 
varying opinions expressed. There are a number of diagnoses, including sclero- 
derma, which I think can be excluded. No lesion at present is at all hide-bound, 
and the patient states that the same has been true of the eruption from the begin- 
ning. It would be hard to conceive of mycosis fungoides lasting twenty-five 
years without ever causing itching. 


ERYTHROPLASIA. Presented by Dr. Howarp Fox. 


S. C., a man aged 25, was previously presented before this society (ARCH. 
Dermat. & SypH. 32:357 [Aug.] 1935). Since then about one half of the affected 
area has been treated .by electrodesiccation with the area under local anesthesia. 


Bowen’s Disease. Presented by Dr. Eucene F. Travp. 


C. S., a man, aged 42, from the Skin and Cancer Unit of the New York Post- 
Graduate Medical School and Hospital, has a lesion on and behind the right ear 
about 3 cm. in diameter and elevated from 2 to 3 mm., above the skin. It has 
been present for about one year. Just in front of the ear is a patch about 1.5 cm. 
in diameter, only slightly if at all elevated and characterized only by a slight 
erythema with some thickening. On the concha of the left ear there is a lesion 
measuring about 2 cm. in diameter with an elevated and wartlike overgrowth. 
This lesion has been present from six to eight months and has increased in size 
rather rapidly. On removal, a histologic diagnosis of epidermoid carcinoma on 
the basis of Bowen’s disease was made. The patient was then given 4% skin 
units (1,350 r) of unfiltered roentgen radiation. A section removed from the right 
ear for histologic study also proved that lesion to represent an early stage of 
Bowen’s disease. This patient was to have been presented at the last meeting, 
but he suddenly became ill on that day with an acute toxic condition which was 
characterized by high fever and general symptoms in conjunction with an 
erythematobullous eruption followed by a general desquamation over the greater 
part of the body. I did not see the patient during this period, as he was taken 
care of by his family physician, but after he recovered I found that both lesions 
on the right ear had disappeared almost entirely, although these lesions had received 
no treatment. The lesion on the left ear which had been treated surgically and 
with roentgen radiation had practically disappeared except for a slight roughness 
of the skin. One of the remarkable features of the case, apart from the unusual 
location of the eruption, is the disappearance of the lesions on the right ear after 
removal of material for a biopsy and the general il!ness which confined him to bed. 


DISCUSSION 


Dr. Eucene F. Traus: This is a bona fide case of Bowen's disease. The 
histologic diagnosis was made independently by three pathologists. Why some of 
the lesions disappeared before any specific therapy was administered is difficult 
to explain. The lesion on the left ear, of course, received adequate treatment, and 
its disappearance can be attributed directly to the surgical removal plus the large 
dose of roentgen radiation. In cases of granuloma annulare removal of material 
for a biopsy is occasionally followed by the disappearance of the lesion. Possibly 
the removal of the small piece of tissue in this case may be partly responsible 
for the remarkable disappearance of the lesion. 


Dr. Frep Wise: Was there a subsequent bullous eruption on the site affected 
by Bowen’s disease? 
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Dr. Eucene F. Traus: Unfortunately I did not see the patient at the time 
of his illness, but from all accounts he evidently shed large sheets of epidermis 
over the greater portion of his body. 


A Case For DtaGNnosis: Prempnicus? Presented by Dr. Eucene F. Travus. 


I. M., a man aged 39, from the Skin and Cancer Unit of the New York Post- 
Graduate Medical School and Hospital, was presented before the New York 
Dermatological Society at the meeting of November 1934. 

Since then more lesions have developed on the face. Previously there were 
only a few crusted lesions on the upper lip, but now similar lesions are present 
on the sides of the nose, on the forehead and between the eyes, and the lesions on 
the mucous membrane too are far more widespread than formerly. In addition, 
the patient complains of a peculiar watering of the eyes, congestion of the sclera, 
slight hoarseness and a stuffiness about the nose. One ophthalmologist thought 
that the patient might be suffering from some allergic condition. Another thought 
that he might have an early stage of glaucoma. He has at no time been entirely 
free from cutaneous lesions. The patient has lost no weight; he may have gained 
a few pounds. Apparently none of the lesions on the mucous membrane cause 
any pain or interference with eating. Some of the lesions in the mouth suggest 
an aphthous stomatitis with a slightly necrotic center, and on the palate some seem 
to be acuminate. Microscopic examination shows simply inflammatory tissue. 
Although four or five biopsies have been made, no more definite information has 
been obtained. Five or six Wassermann tests were all negative. Three or four 
Macht-Pels tests showed a toxic reading. The process has been going on under 
my observation for about five years. Therapy has apparently been of little avail 
with the possible exception of the fact that a solution of potassium arsenite seemed 
to cause a slight temporary remission when given in doses to the point of tolerance. 
The eruption reappeared shortly after the medication was discontinued. Recently, 
injections of methylthionine hydrochloride U. S. P. (methylene blue) have had 
some beneficial effect. At the first presentation there was only a single large lesion 
on the palate, and the diagnoses considered at that time were tuberculosis and 
syphilis. Both of these may now be excluded. Dr. Wise at the time suggested the 
possibility of infection with Vincent’s organisms, and though Vincent’s organisms 
were found, treatment for that condition did not influence the course of the disease. 


DISCUSSION 


Dr. Howarp Fox: Dr. Traub is to be congratulated on his early diagnosis, 
which appears to be substantiated. 


ParapsoriaAsis. Presented by Dr. A. BENSoN CANNON. 


M. B., a woman aged 50, is presented from the Vanderbilt Clinic because of 
an eruption on the arms, legs and chest which began two years ago at the onset 
of the menopause. The eruption is superficial and nonitching. There is no history 
of ingestion of drugs or of syphilis. 

On the inner surface of both arms, on both thighs and on the anterior and 
posterior aspects of the chest there is a diffuse macular and papular pinkish-yellow 
eruption. The macules are of varying size, and some show fine white scales. 
There are also some lichenoid papules. Laboratory tests have not yet been 
completed. 

DISCUSSION 


(The members concurred unanimously in the diagnosis.) 


ARTERIOVENOUS ANEURYSM. Presented by Dr. A. BENson CANNON. 


M. S., a woman aged 25, is presented from the Neurological Institute of New 
York. She states that she was born with a large reddish-blue birthmark over 
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the right portion of her forehead. When the patient was about 1% years old 
the lesion began to grow, and when she was 9 it was elevated % inch (1.2 cm.) 
above the scalp. Removal of the nevus by surgical and cautery methods was 
begun at that time, and the treatment was continued over a two year period. 
The area was then white and shiny, and the patient was sometimes conscious of 
slight pulsations in the forehead. The status remained the same until February 
1934, when the area began to turn red and a small lump was noted. Shortly 
afterward the patient began to have dull intermittent frontal headache on the right 
side. The condition has progressed. The patient believes that the lesion has 
grown more rapidly since the onset of her pregnancy (she is now in about the 
fourth month). The physical examination gave negative results except for the 
condition on the scalp and forehead. 

Roentgen examination of the skull shows no definite indication of pathologic 
changes. 

DISCUSSION 

(When examining the patient many of the members mentioned the possibility 
of angioma, and they suggested the use of radium.) 

Dr. Georce M. MacKee: The lesion may or may not be an angioma. The 
pulsation may indicate arterial involvement, or it may be due to an underlying 
artery. I do not believe that radium therapy is indicated. The lesion may be 
left undisturbed or it may be removed by some surgical procedure. 


Earty STAGE OF RayNaup’s Disease. Presented by Dr. Grorce M. MAcKEE. 


E. G., a married woman aged 21, from the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital, states that a crusted lesion 
about the size of a pea developed on the tip of the left thumb about four weeks 
ago. The skin of the two distal phalanges of the thumb became violaceous, painful 
and finally crusted shortly after the original lesion appeared. 


There is a “dead white” condition of the fingers of both hands, together with 
well defined evidences of sclerodactyly of all the fingers; flexion of the fingers is 
performed only with difficulty. The ulcerated area of the thumb reveals a thick, 
greenish, purulent exudate, and there are several small ulcers at the edges of 
the nail. The right middle finger exhibits several deep-seated sluggish pustules 
with inflammatory areolae. The patient’s general health is unaffected. 


DISCUSSION 


(The members concurred unanimously in the diagnosis.) 


A CAse For Diacnosis (ErYTHEMA MULTIFORME?). Presented by Dr. Paut E. 
BECHET. 


E. A., a girl aged 17, from the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital, has had for over a year intermittently 
an eruption on the feet and hands, consisting of grouped vesicles with some crusting 
located mostly on the extensor surfaces. The lesions are most numerous on the 
tops and at the bases of the toes. The interdigital spaces are free. When the 
patient was last seen, three days ago, a number of ringed and double-ringed, 
reddened, slightly infiltrated lesions were discerned on the forearm. They were 
typical of the herpes iris type of erythema multiforme. Fungi could not be found 
in scrapings from the vesicular or erythematous lesions or from the interdigital 
spaces. The eruption has greatly improved in three days. The lesions of erythema 
multiforme have almost disappeared. Calamine lotion and zinc oxide have been 
the only medicaments used. Whether the dermatosis was due to tinea and the 
erythema multiforme to a phytid or whether the entire eruption was erythema 
multiforme and was not due to tinea at all is a difficult and interesting point 
to determine. 


= 
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DISCUSSION 


Dr. CHARLES MALLory WILLIAMS: I see no reason to think that this patient 
ever had any infection with tinea. There is practically no dermatitis between the 
toes. The eruption on the sole involves the bearing surface and not the hollow 
of the instep, which is contrary to the rule in cases of infection with tinea. On 
the dorsum of the foot is an indefinite spreading scaly dermatitis. What the 
lesion on the hands is I do not know. It is also stated that organisms were 
never found. Nevertheless, the patient has a severe dermatitis on the backs of 
the hands and coincidentally with this she had apparently lesions of erythema 
multiforme which faded but left signs that are still visible. If the patient is 
decidedly sensitive to oidiomycin or some substance of that kind that sensitivity 
would indicate a fungous infection but no more than that. 

Dr. Paut E. Becuet: I agree with Dr. Williams. The almost complete 
disappearance within a few days of the eruption on the arms coincides with the 
marked improvement of the eruption on the feet. There are no lesions in the 
interdigital spaces, most of the eruption being confined to the extensor surfaces 
of the toes, particularly at their bases. The whole clinical picture now suggests 
a generalized erythema multiforme rather than dermatophytosis. 


NagEvus PIGMENTOSUS WITH UNusuAL Features. Presented by Dr. E. 
BECHET. 

F. M., a woman aged 40, from the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital, has a unilateral pigmented nevus 
which was present at birth; it covers the entire upper half of the left side of the 
trunk. The unusual feature is the presence of thousands of small, flat pigmented 
nevi with normal skin between, restricted to a large patch 40 mm. in diameter. 


A Case For DraGcnosts (PusTULAR Psortasts? DeERMATOPHYTOSIS?). Presented 
by Dr. Eucene F. Travs. 

M. H., a woman aged 35, from the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital, was presented at the meeting of the 
Atlantic Dermatological Conference in November 1934. , 

At that time her condition was generally regarded as being pustular psoriasis. 
The patient’s first lesions appeared on the right thigh. They were painted with 
iodine by the family physician, and they disappeared promptly. The patient then 
had a “nervous breakdown,” following which lesions appeared on the other thigh 
and subsequently on the feet, hands and elbows. Some indefinite scaly patches 
which could be interpreted as being psoriatic were present on the scalp. The lesions 
about the elbows were thought to be an erythematosquamous eczema. Repeated 
examinations of the feet for fungi gave negative results, but in examining one of 
the toe-nails Dr. Williams recently found an organism which might have been 
Monilia. The Wassermann test and a test with trichophytin were negative, but 
the patient showed a strongly positive reaction to oidiomycin. A section removed 
from the left thigh showed the histologic picture of eczema. 


DISCUSSION 


Dr. CHARLES MALLory WILLIAMS: This is an important group of cases. I 
have seen three or four patients in my own practice with such lesions on the 
feet and hands, and in most of them no ringworm could be found. Nevertheless, 
in one case I did find the organism on a single occasion. I do not favor the diag- 
nosis of pustular psoriasis. The patient has no typical lesions of psoriasis. She 
has on one forearm one somewhat scaly lesion, but her skin tends to scale easily 
anyway. Her skin is of the keratotic type, and any lesion will produce a scaly 
lesion which looks a good deal like psoriasis. This is really an argument about 
words. Unless the terms are defined no conclusion can be reached. What is 
psoriasis? It is a disease with which all the members are familiar; it shows 
exacerbations and remissions and is characterized by dry scales and lesions that 
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one can recognize. Why extend the name to a disease of a different appearance 
which in many cases does not show any lesions of psoriasis? I do not know 
what this disease is, but I dislike to call it pustular psoriasis because it may not 
be psoriasis, and I am afraid that the name is going to be used and one will speak 
of another kind of psoriasis which is not psoriasis. 

I cannot connect this disorder with Hallopeau’s disease because some of the 
lesions disappear and there is no history of beginning on the finger and gradually 
spreading, as the lesions do in that disease. I have examined this patient for 
ringworm and have not found any. I am not sure that the monilia-like body I 
found was really a monilia. It was recovered from the nail and not from the 
finger. The fact that no ringworm is found in these cases, of course, does not 
by any means prove that the condition is not due to ringworm, because in severe 
cases one does not find any organisms. In the case of the most marked of 
trichophytid on the trunk which I ever saw I was able to find organisms only 
twice. Countless other examinations always gave negative results. In other words, 
it is perfectly possible in cases of infections with ringworm to have two condi- 
tions going on: an allergy of the skin which produces a severe eruption and 
some destructive force which kills the organisms in such numbers that they 
cannot be found. I think that accounts for these cases. 

Dr. Grorce M. MacKee: So far as the appearance of the eruption tonight is 
concerned, I should not care to hazard a diagnosis. At the meeting of the Atlantic 
Dermatological Conference, I thought it looked like psoriasis. Tonight it is a 
borderline eruption. I agree with Dr. Williams that disease identities are none 
too secure, but I think there is such a thing as psoriasis pustulosa as described 
by Barber. The histologic picture has been observed in many of these cases, 
and in a fairly large percentage of them it has been compatible with that of 
psoriasis. In other cases the picture looks like that of eczema. Also, in a certain 
percentage of the cases there are psoriatic lesions elsewhere on the body—on the 
elbows or knees or behind the ears—and in some cases there is a family history 
of psoriasis. It is only by studying a large number of cases that such evidence is 
obtained. Also excessive retention of nickel is found in these cases, as in those 
of ordinary psoriasis. Psoriasis is a more polymorphous condition than is generally 
supposed. Both clinically and histologically it can imitate many diseases—mycosis 
fungoides, syphilis, tuberculid, lichen planus, pyoderma, the various types of 
eczema, etc. 

Dr. Eucene F. Traus: The thing I am most interested in in this type of 
case is not so much the name of the disease as the etiology. Dr. Williams’ find- 
ing of Monilia (?) in this case is the same observation as has been made in 
several other cases of this type. In the case of the patient with acrodermatitis 
continua of Hallopeau that I presented at the last meeting (ArcH. Dermat. & 
SypuH. 32:352 [Aug.] 1935) Monilia was also found. In the case of patients pre- 
sented at a recent meeting of the Central States Dermatological Society in Buffalo 
Monilia had been demonstrated both in the lesions and in material from the gastro- 
intestinal tract and was regarded as a possible etiologic agent. Dr. Tauber’s 
experience was exactly similar to that of Dr. Osborne in Buffalo in that respect. 
It was largely for that reason that I presented this patient. I should like to 
hear Dr. Hopkins’ views on this case, as I realize that the finding of Monilia 
may not mean a thing; nevertheless, it is a possibility that must be considered.. 

Dr. J. GARDNER Hopkins: I think that the important thing about these yeast- 
like organisms is the identification of species, because one finds cryptococci and 
some species of Monilia on normal skin but rarely, if ever, Monilia albicans. If 
one identifies a strain as Monilia albicans, that probably has some significance. 


MorpHeA. MarKeD IMPROVEMENT AFTER ROENTGEN THERAPY. Presented by 
Dr. Paut E. BecHert. 
L. E., a girl aged 16, from the Skin and Cancer Unit of the New York Post- 


Graduate Medical School and Hospital, has had for five months two large typical 
patches of morphea on the face. She had five doses of ™% skin unit (75 r) of 
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unfiltered roentgen radiation over a period of five weeks. Despite the fact that 
roentgen radiation presumably has little or no effect on morphea, it was decided 
to attempt its use. The results were exceedingly good, as can readily be observed. 
While the disease is not cured, it has shown a rapid and marked improvement. 


DISCUSSION 


Dr. Frep Wise: I saw this patient when she had a much more pronounced 
lesion than she has now, and I told Dr. Bechet that I never saw the disease respond 
to as small an amount of roentgen treatment as that used in this case. 

Dr. Howarp Fox: I have never known of any case of scleroderma of any type 
being influenced by roentgen rays. 

Dr. GeorGeE M. MacKee: I have never obtained any results with roentgen 
therapy in cases of scleroderma. 

Dr. J. FRANK FRASER: Morphea or localized scleroderma may undergo spon- 
taneous resolution. 

Dr. Eucene F. Traus: I have seen improvement following small doses of 
roentgen radiation in several cases. In none of the cases was I sure that the 
skin had returned entirely to normal, nor was I able to draw any conclusion as to 
why roentgen radiation seemed to be of any benefit. 

Dr. CHARLES MALLoRY WILLIAMS: I have seen some improvement following 
pituitary therapy. 

Dr. A. Benson CANNON: I have seen two cases of the morphea type of 
scleroderma in which the lesions have entirely disappeared after small doses of 
roentgen radiation; in one case the lesions disappeared within a few weeks. 

Dr. Frep Wise: I believe that Wallhauser described cases of scleroderma 
in which roentgen therapy was successful. 


Lupus EryYTHEMATOSUS WITH AN ABERRANT Histotocic Picture. Presented by 
Dr. Frep WIsE. 

A. M., a man aged 25, applied for treatment of lesions on the face on 
Jan. 10, 1935, at the Skin and Cancer Unit of the New York Post-Graduate 
Medical School and Hospital. Lesions typical of lupus erythematosus were present 
on the nose, left temple, upper lip and left ear. 

The patient is presented because of the fact that the deeper portions of the 
section which was removed for histologic study exhibit changes comparable to 
those observed in the so-called Spiegler-Fendt type of sarcoid. 

Throughout the cutis there are numerous fairly large focal cellular infiltrations, 
in part in the upper portion of the cutis, in part about the adnexa. There is a 
moderate interstitial edema, more marked in the upper portion of the cutis, where 
there is some fragmentation of the collagen fibers. There is no distinct basophilic 
degeneration. The epidermis is rather thin; the follicles are dilated and filled 
with horny material. The vessels of the upper portion of the cutis are moderately 
dilated, and in one or two of the cellular conglomerations there are numerous 
small thin-walled blood vessels (granulation tissue). The cellular masses are 
for the most part composed of small round and wandering connective tissue cells, 
but in some areas, especially in the deep portion of the cutis, there are scattered 
some large cells with large vesicular nuclei and distinct cell bodies and outlines 
simulating the Spiegler-Fendt type of sarcoid. 

The elastic tissue is for the most part wanting, but where it is present, especially 
in the tops of the papillary bodies, the bodies are clumped. 


A Case For DracGnosis (Lupus ErytHeMatosus? LicHeN PLaNnus?). Pre- 
sented by Dr. J. GARDNER HopkINs. 


J. E. H., a man aged 65, a real estate broker, was presented before the 
New York Dermatological Society in April 1934 and before the American Derma- 
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tological Association in June 1934. He is presented again to call attention to 
the improvement in the lesions. 

The eruption began as a rough patch on the right hand in May 1933 follow- 
ing a scratch. Since then sharply defined patches of verrucous hyperkeratosis 
have developed on the cheeks, neck and dorsa of the hands. The patient had 
numerous severely infected teeth, which were removed in September. 

Therapy has consisted of irradiation from the air-cooled quartz mercury vapor 
arc lamp to the intergluteal region and a few roentgen treatments to the inter- 
gluteal region, the left side of the face and the back of the left hand. The patient 
has also taken large doses of halibut liver oil. Improvement was noted in many of 
the lesions before extraction of the teeth. One new lesion developed on the lower 
lip after the teeth had been removed. This was treated by electrodesiccation and 
is now healed. The lesions on the left hand have disappeared; those on the neck 
have nearly healed, and those on the face are greatly improved. 

The evidence suggests that the eruption was caused by the focal infection in 
the teeth, but this is not conclusive. 


DISCUSSION 


Dr. J. GarpNER Hopkins: This patient has been presented previously and is 
presented again because of the improvement following removal of focal infections 
of the teeth. 

Dr. Howarp Fox: This case is somewhat similar to the one in the patient 
I presented with warty lesions on the hands. In my opinion, the entire process 
on the face and hands is lupus erythematosus. The lesion in the intergluteal cleft, 
however, looks like an eruption due to some type of tuberculosis. 


RosaceA-LIKE TUBERCULID. Presented by Dr. J. FRANK FRASER. 


D. H., a man aged 39, born in the United States, single, is presented from 
the Skin and Cancer Unit of the New York Post-Graduate Medical School and 
Hospital. He has had an eruption on the face for about five months. The con- 
dition appeared suddenly, about one month after he had taken a certain tonic 
called “Lenbert’s iron tonic noxem brand.” There was no history of previous 
illness, no history or signs of active tuberculosis and no family history of tuber- 
culous disease. When he was first seen on Feb. 12, 1935, the patient presented 
a severe dermatosis of the cheeks, forehead and sides of the neck. The eruption 
consisted of numerous discrete and irregularly disseminated reddish to red-brown 
papules from the size of a pinhead to that of a lentil, with interspersed minute 
pustules and slightly scaling papules. On examination with the diascope many 
of the papules revealed an apple jelly pigmentation. The test with the blunt 
probe was positive. There was some diffuse erythema but no telangiectasia, with 
the exception of a few scarcely visible superficial vessels at the alae nasi. 

The medicine that the patient had taken was found to contain manganese, aloin, 
cod liver oil, extract of nux vomica, gentian, pepsin, arsenic and phosphides but 
no bromides or iodides. Intradermal quantitative tests with tuberculin showed 
the patient to be hypersensitive to tuberculin, the reaction being 1 plus to a dilution 
of 1: 1,000,000 and 2 plus to a dilution of 1: 100,000 old tuberculin-Koch. A 
patch test with old tuberculin-Koch on the unaffected skin of the patient’s arm 
was also positive, reproducing a papular and acneform response as described by 
Dr. Sulzberger (Arco. Dermat. & Sypu. 30:566 [Oct.] 1934.) 

The histologic examination confirmed the clinical diagnosis, and the report by 
Dr. Alexander Fraser is as follows: “The epidermis shows slight keratosis of the 
follicular mouths. The vessels are markedly dilated throughout the corium. There 
is a focal and diffuse round cell infiltration most marked in the upper two thirds 
of the corium. The cells in these foci are in part round cells and in part epi- 
thelioid cells, with a deep-staining pink cytoplasm. In the more fully replaced 
foci are multinuclear giant cells. Foci occur also about the hair follicles and coil 
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glands, as well as independently in the deep portion of the cutis. The microscopic 
diagnosis is rosacea-like tuberculid.” 

Examination of the thorax showed that the total cardiac area was relatively 
small and inclined to the dropped type. Otherwise it was of normal contour. 
There was a considerable degree of thickening of the hilus and root branches, 
with discrete fibrocalcific nodules in the nodes of the hili suggesting an old puerile 
type of tubercle foci and scars. Though there was a moderate degree of hyper- 
vascularization responsible for an accentuation of the pulmonic markings, there 
was no definite evidence of recent parenchymal infiltration. 


DISCUSSION 


(The members concurred unanimously in the diagnosis.) 


A Case For DiaGNosis (PIGMENTED DERMATOSIS OF THE FACE AND ERYTHEMA OP 
THE Hanps AND Expows). Presented by Dr. GrorceE M. MacKee and 
Dr. Frep WISE. 


N. Y., a Chinese man aged 28, born in Canton, China, has had a pigmented 
eruption on the face, together with a chronic erythema of the hands, wrists and 
regions of the elbows, for the past four months. He applied for treatment at 
the Skin and Cancer Unit of the New York Post-Graduate Medical School and 
Hospital about three weeks ago. 

The distribution of the pigmentary changes on the face corresponds to that 
of a widespread butterfly type of lupus erythematosus, but there is no history 
or sign pointing to such a diagnosis. There is a mottled and somewhat reticulated 
pigmentation of the zygomatic portions of the cheeks, the color being yellowish- 
brown and shading off to pink toward the forehead, nose and middle areas of 
the cheeks and toward both temples. Where the pigmentation stops the contrast 
to the unaffected neighboring skin is quite pronounced. In addition to these 
pigmentary changes, the forehead, nose, upper lip and neck exhibit a dusky-red, 
more or less reticulated, nonscaly and nonexudative type of chronic erythema. On 
the dorsa of both hands, extending above the wrists, but not sharply demarcated, 
as well as in the regions of the elbows (extensor surfaces) there is a similar 
dusky-red, uniform erythema. The skin over the elbows shows a moderate hyper- 
keratosis and brownish pigmentation. 

Histologic examination revealed hyperpigmentation of the basal cell stratum 
and upper portions of the cutis with large deposits of melanin in the upper portions 
of the corium. The middle portion of the cutis showed a moderate perivascular 
infiltration. The epidermis was for the most part atrophic and exhibited some 
edema and disorganization of the basal cell layers. 

The patient states that he had taken a mixture of aminopyrine, acetylsalicylic 
acid and codeine before the appearance of the eruption. There had been no dietetic 
irregularities or radical changes in his mode of living. 

Patch tests with crude coal tar, machine oils and various drugs were negative, 
and the patient showed no hypersensitivity to ultraviolet rays. Smears from the 
nose and staining of the sections proved negative for the leprosy bacillus. Blood 
counts and estimations of hemoglobin gave normal results. The Wassermann test 
was negative. Among the diagnoses considered were lupus erythematosus, Riehl’s 
melanosis, eruption due to a drug and leprosy. 


RoENTGEN RAy DERMATITIS TREATED BY ELECTRODESICCATION WITH IMPROVEMENT. 
Presented by Dr. Howarp Fox. 


S. G., a man aged 40, is referred from the Veterans Administration Facility 
No. 81, where he served as an attendant. He was treated with roentgen rays for 
some eruption of the bearded region in 1925 by an advertising quack. He was 
first seen by me two years later. He then showed a severe roentgen ray dermatitis 
involving the upper lip and entire bearded region. It consisted of profuse areas 
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of telangiectasia, white atrophic spots and pea-sized brownish freckles. He was 
later treated by Dr. L. Filips by electrodesiccation. Practically all the pigmentation 
was removed, although the patient now shows a marked amount of diffuse whitish 
scarring in the treated areas. 

DISCUSSION 


Dr. Eucene F. Traus: This treatment has been much worth while, and the 
patient is obviously grateful for the result. 

Dr. CHARLES MALLorY WILLIAMS: Is it the opinion of the members that the 
removal of the pigmentation is likely to prevent the development of an epithelioma 
in a case of this kind? Is it from the keratotic brown masses rather than from 
the smooth scar tissue that epitheliomas develop? 

Dr. A. BENSON CANNON: I have been treating such conditions by electro- 
desiccation for years. I think the most decided advantage to be derived from this 
treatment is the probable prevention of epitheliomas. The cosmetic results obtained 
with this treatment are good, and often by using a suitable powder one can almost 
completely hide remaining defects. I do not believe that this patient has obtained 
more than half the benefit that can be accomplished by further treatment. Almost 
yearly, for a number of years, my co-workers and I removed epitheliomas from 
the face of a young woman who had extensive changes due to roentgen radiation, 
and since her face was desiccated five years ago not only has her appearance been 
much improved, but she has had no epitheliomas. I think that if one completely 
removes all telangiectatic blood vessels, brown areas and keratotic lesions they are 
not likely to recur, and epitheliomas are less apt to develop in such patients. 
I think that Dr. Williams’ opinion that epitheliomas do occur in hyperkeratotic 
spots is correct. 

Dr. GeorcE M. MacKee: That was not the question which Dr. Williams 
asked. I regard these pigmented areas as so-called senile freckles. I think 
that occasionally a freckle of that type will degenerate into keratosis, and the 
keratosis may in time develop into cancer. I do not think it is necessary, in or “2r 
to prevent cancer, to destroy the pigmented areas if there is only pigment’ -.on. 
If there are keratoses, then I think it is a good plan to destroy them. 
I think that what Dr. Cannon destroyed were probably the pigmented keratoses 
and areas of degeneration, not just the freckles. 

Dr. Howarp Fox: I agree with Dr. MacKee’s answer to Dr. Williams’ 
question. I do not think that these freckle-like lesions are likely to give rise 
to cancer; their removal is based chiefly on cosmetic reasons. I have always 
hesitated to treat roentgen ray dermatitis because the skin is so damaged, and 
sloughing can easily be caused by desiccation or freezing. This patient presents 
a great deal of scar tissue, but his appearance is improved chiefly through the 
removal of the pigmentation. 


ACNE VARIOLIFORMIS. Presented by Dr. Fred WISE. 


F. G., an Italian man aged 42, applied for treatment today at the Skin and 
Cancer Unit of the New York Post-Graduate Medical School and Hospital. 
Vesicles and vesiculopustules from the size of a pinhead to that of a lentil are 
present on the scalp, the anterior portion of which is entirely bald. The vesiculo- 
pustular eruption is of two weeks’ duration. Many of the elements have necrotic, 
depressed centers, manifested by tiny dark crusts. The patient states that he had 
a similar eruption, affecting both the scalp and the face, twelve years ago and that 
it had caused pitting of the face in front of the ears and on the cheeks. This 
eruption, the patient states, persisted for eight years, and he was not troubled during 
the past four years, until the present acute eruption appeared. 


DISCUSSION 


Dr. Howarp Fox: I disagree entirely with the presenter’s diagnosis for 
reasons other than the fact that the eruption has been present for only two weeks. 
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The characteristic pitted scars of acne varioliformis are absent. The eruption is, 
I think, a folliculitis due to some pyogenic infection. There is a slight suggestion 
of supra-orbital zoster, though this can be excluded as the lesions are not particu- 
larly grouped and are not entirely unilateral. Pain, which is usually severe in 
this type of zoster, is not great, and the eye is not involved. 


A Case For DraGNnosts: Lupus Mitrarts Disseminatus Facret? Presented 
by Dr. Frep WIsE. 


J. P., a man aged 38, applied for the treatment of an eruption on the face, 
at the Skin and Cancer Unit of the New York Post-Graduate Medical School 
and Hospital on Feb. 19, 1935. He stated that he had been taking tablets of cascara 
sagrada and sulfur shortly before the appearance of the eruption. 

For the past four weeks there has been a widespread papular eruption on the 
entire face; the involvement being most pronounced on the chin and cheeks. There 
is no evidence of any rash on the skin of the trunk or extremities. The 
patient states that he did not have syphilis or other venereal diseases. There 
is no adenitis, and the patient’s general condition is unaffected. The buccal 
mucosae are normal. 

The eruption on the face consists of closely aggregated, pink and reddish, 
moderately infiltrated papular lesions from the size of a grain of barley to that 
of a lentil the surfaces of which are somewhat glistening. The general impression 
is that of an eruption of secondary syphilis, except that the lesions lack the coppery 
hue of syphilitic lesions. 

A Wassermann test, histologic examination and examination of the urine, tuber- 
culin tests, etc., will be made. 

Note.—Subsequent biopsy revealed the characteristic microscopic appearance 
of lupus miliaris disseminatus faciei. 

DISCUSSION 

Dr. CHARLES MALLory WILLIAMS: I think the facts that the eruption is con- 
fined to the face, that there is no eruption on the body and that the lesions on 
the face are nodular, up to % inch (0.32 cm.) in diameter or more, raised and 
firm and yet have no scaling whatever are strongly opposed to the diagnosis of 
syphilis. I think this is an eruption due to a drug. 

Dr. R. H. Ruttson: I think this is an eruption due to a drug. 

Dr. A. BENson CANNON: I think the eruption is most likely one of secondary 
syphilis. The preponderance of lesions around the mouth and nose and the grouped 
red fleshy papules are characteristic of secondary syphilis, although, as Dr. 
Williams has remarked, one rarely sees so many lesions confined to the face and 
none on other parts of the body. 

Dr. Georce M. MacKee: It is unusual in cases of secondary syphilis to see 
numerous lesions on the face without any lesions on other parts of the body. 
I advise that serologic tests of the blood and spinal fluid and especially a biopsy 
be made. 

Dr. J. FRANK Fraser: Is there any history of ingestion of iodides? 

Dr. Frep Wise: There is no history of ingestion of drugs. 

Dr. Eucene F. Traus: I suggest the diagnosis of tuberculid. 


REporT ON A CASE OF PossriBLeE SArcom. By Dr. Eucene F. Travp. 


J. O’R., a man aged 62, was presented before the society on Jan. 22, 1935 
(Arcu. Dermat. & Sypu. 32:350 [Aug.] 1935) as possibly having sarcoid. He 
had a large nodular lobulated lesion on the back and several scattered nodular 
lesions on the forehead and one on the trunk.. The diagnosis of sarcoid was 
suggested by the histologic picture, as the clinical appearance rather suggested 
some type of lymphoblastoma. 
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The entire lesion, measuring 5% inches (13.9 cm.) in diameter, was removed 
and found to be an infiltrating tumor of a peculiarly white dense tissue formation, 
extending far beyond its visible margin. The histologic reports as given by several 
pathologists follow. 

Report by Dr. E. Barthel: “The microscopic diagnosis is lymphoblastoma. 
The section shows a diffuse cellular infiltrate. At the edges of the exudate broken 
connective tissue fibers persist. The infiltration consists of rather large nucleated 
cells and a well marked pink cytoplasm, some cells that contain mitotic figures, 
connective tissue cells and cells with fragmented nuclei. The growth is an invading 
tumor, belonging in the category of lymphoblastoma.” 

Report by Dr. Alexander Fraser: ‘The distribution and mode of infiltration as 
well as the character and behavior of the cell growth indicate ‘lymphoblastoma’ 
showing mixed degrees of differentiation, viz: (1) most nearly undifferentiated cells 
in the form of reticular cells of frail constitution, i. e., friable and frayed nuclei 
and cytoplasm; (2) almost completely differentiated cells in the form of practically 
adult lymphocytes. The mode of infiltration is that of invasion of the intercol- 
lagenous spaces, causing pressure atrophy of the collagen fibers and ultimately 
replacing them. It should be radiosensitive. Diagnosis: Lymphoblastoma of 
mixed, but chiefly of reticular cell type.” 

Report by Dr. Ward J. MacNeal: “I regard the tumor as a lymphangio- 
sarcoma. This diagnosis differs from that of lymphoblastoma, although the 
lymphoid type of cells are not as much in evidence as is usual in lymphoma. The 
growth is malignant in any case.” 


SAN FRANCISCO DERMATOLOGICAL ASSOCIATION 
Joun M. Graves, M.D., Secretary 
March 1, 1935 
L. R. Taussic, M.D., President 


Lupus EryTHEMATOSUS RESISTANT TO THERAPY WITH A GOLD, BUT RESPONDING 
TO TREATMENT WITH A BISMUTH, PREPARATION. Presented by Dr. A. F. 
INGELS. 

This patient was presented at the December meeting of the San Francisco 
Dermatological Society (ArcnH. Dermat. & Sypn. 32:311 [Aug.] 1935). At that 
time there was some discussion as to whether the condition was syphilis, sarcoid 
or lupus erythematosus. 

Examination of the tissue showed lupus erythematosus disseminatus with features 
of sarcoid. The histopathologic report is as follows: “Specimens were fixed in 
dilute solution of formaldehyde U. S. P. (1:10), were stained with hematoxylin 
and eosin, Van Gieson’s stain and Becker’s stain. There is a normal amount of 
keratosis and no parakeratosis. Plugging of the hair follicles is present in a 
moderate degree. Plugging of sweat ducts is present. The epidermis proper is 
thinned to only three or four layers of cells in places. The basal cell layer shows 
occasional colliquative degeneration (basal cell degeneration) ; otherwise it is well 
preserved except for some intercellular and intracellular edema. 

“The cutis shows a cellular infiltrate consisting mostly of lymphocytes; only a 
few plasma cells and histiocytes are present. The round cell infiltrate is found 
perivascularly and around the dermal appendages; it is most pronounced around 
the hair follicles and less marked around the sweat glands. There are no giant 
cells. The elastic tissue is frayed and split up. The elastica of the vessels is 
well preserved. Where the cellular infiltrate is dense there is a tendency toward 
occlusive changes in the vessels. Formation of collascin and elascin (i. e. degen- 
erative changes of elastic and connective tissue) is well established. Sections 
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stained with the Becker stain show an absence of pigment over large areas. Other 
parts show a normal amount of melanin in the basal cell layer. Diagnosis: Lupus 
erythematosus disseminatus with features of sarcoid.” 

Since the patient was presented she has been given two injections of bismuth 
subsalicylate and after these, seven injections of neoarsphenamine all at weekly 
intervals. 

The lesions, which had about disappeared when the patient was presented last 
December reappeared after the bismuth medication was discontinued. The lesions 
on the right side of the face not only reappeared to the extent to which they were 
present before the treatment with bismuth subsalicylate was started but have 
éxtended toward the angle of the mandible. 

The area on the left side of the face has increased from about 2 cm., the extent 
present before bismuth therapy was instituted, to about 5 cm. in diameter. 

During the entire course there has been no ulceration, and the patient has 
been in perfect health. 

DISCUSSION 


Dr. Harry E. Atperson: At the last meeting I presented this patient for 
Dr. Ingels, who was absent. The diagnosis was disputed, but my co-workers and 
I still insist that the eruption is lupus erythematosus. Much of the discussion 
was about the histologic picture. Since the last meeting we have given this patient 
two injections of bismuth subsalicylate and then seven injections of neoarsphen- 
amine. Instead of improving, her lesions gradually became much worse. Naturally, 
this would not occur if the eruption were due to syphilis. 

Dr. A. E. Incets: I am sorry to hear that none of the members looked at the 
sections at the last meeting. Since my main reason for presenting the patient 
was the unusual histologic picture, I have gone to the trouble of using the screen 
and projector for the demonstration of the sections. The description of the 
sections followed the presentation of the patient; the sections were available also. 

Dr. Lunsford and Dr. Novy said that they could not make any distinction 
clinically the last time the lesions had involuted after treatment with a bismuth 
preparation. I fully agree with them, and for that reason sections were presented. 
The patient is presented again today because the eruption became worse after the 
treatment with neoarsphenamine. 

Dr. J. M. Graves: When I saw the patient at the last meeting I thought that 
syphilis was a definite possibility because of the clinical appearance of the lesions. 
I can say now that syphilis is eliminated as a possibility, that the diagnosis lies 
between lupus erythematosus and sarcoid and that the disorder is probably, as 
Dr. Ingels says, lupus erythematosus with characteristics of sarcoid. 

Dr. Chipman asked about the condition of the patient’s teeth. I understand that 
she has considerable dental infection. On the basis of a diagnosis of lupus erythe- 
matosus, I think it would be worth while examining that source of infection. The 
patient said that she was delaying dental work because of the infection. I think 
it might be better to have this infection cleared up and see what would happen. 

Dr. H. J. Tempteton, Oakland, Calif.: I wish to say a few words in regard 
to focal infections in patients with lupus erythematosus. My co-workers and I 
have seen several patients with lupus erythematosus whose eruption became gen- 
eralized after they were treated for focal infections; one or two of these patients 
nearly died. At present my co-workers and I have one patient in Alameda, Calif., 
who is seriously ill after the removal of a tooth which was extracted because of 
acute lupus erythematosus. While it is theoretically desirable to remove focal 
infections as a therapeutic measure in such cases, I think that it should be done 
cautiously. Moreover, I think that when a focus of infection is removed, cultures 
should be made from the site so that antigens may be prepared for purposes of 
desensitization. 

Dr. E. D. Cu1pMan: I agree with what Dr. Templeton has said. 

Dr. G. V. Kutcnar: I also wish to corroborate the statement of Dr. Temple- 
ton. I think that in these cases if the white cell count is below 5,000—an arbitrary 
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figure—and if the percentage of polymorphonuclears is low it is wise not to 
tamper with a focus of infection. My co-workers and I follow this rule, and it 
has worked out satisfactorily. 


TusercuLosis Luposa Cutis. Presented by Dr. A. E. INGELS. 


Mr. S. P. S., aged 28, a painter and telephone lineman, entered the clinic of 
Stanford University Hospital on Jan. 13, 1935, with a carbuncle on the neck and 
keloid formation. He also complained of pains in the sacro-iliac region, and 
roentgenograms showed evidence of infectious arthritis in the left sacro-iliac joint. 
The patient has had pain in the left first molar tooth for one year. The adjacent 
tooth was filled one year ago. 

He received roentgen treatment amounting to 400 roentgens in four months. 

Two months ago a furuncle-like lesion appeared in the middle of the left 
mandibular area. This was opened by a physician who secured “a little pus.” The 
wound drained for some time. Additional foci of pus were opened at the site of 
the incision. The last one appeared on February 2. 

The family history and the previous history appear to be irrelevant. 

Physical examination, made on February 5, showed the patient to be well 
nourished, well developed and in good physical condition. He presented a deeply 
indurated mass anterior to the angle of the mandible; it measured 3 by 4 cm. and 
was rather firm to touch without feeling hard or fibrous; in the center was a 
depressed scar from the incision, surrounding which were five or six pustule-like 
lesions which did not yield the typical apple jelly nodule on pressure but rather 
showed a caseated center such as that found in a papulonecrotic tuberculid. On 
pressure a serum-like pus was expressed from one of the sinuses. The gingiva 
about the left first and second molars appeared raised and indurated. 

A tiny amount of pus was aspirated for cultures. These showed growth of 
Staphylococcus albus. The smears showed a few tissue cells and a few pus cells. 
No bacteria, including the acid-fast organisms, were seen. 

Roentgen examination of the mandible showed no evidence of osteomyelitis. 
The lower molars on the left side showed rather extensive pyorrheal absorption 
of alveolar bone, the distal one being almost exfoliated. 

Roentgenograms of the chest showed normal conditions. The Wassermann 
reaction was negative on two occasions. 

The reaction to intradermal testing with tuberculin was 3 plus. Intravenous 
administration of 0.3 Gm. of neoarsphenamine was followed by slight swelling of 
the lesion the next day, not enough to amount to a Herxheimer reaction. Material 
aspirated from the lesion has been sent to the laboratory for repeated culture and 
inoculation into a guinea-pig. 

Biopsies have been made, and the sections stained with hematoxylin and eosin, 
the Van Gieson and the Becker stain and examined for evidence of tuberculosis 
and infection with spirochetes. The short time given for the study of the sections 
has not revealed acid-fast bacilli or Spirochaeta pallida. 

The lesion has not changed appreciably since the examination made on 
February 5. 

DISCUSSION 


Dr. A. E. INcets: My co-workers and I thought first of all of actinomycosis. 
Numerous smears were examined on subsequent days. None showed any specific 
organisms; only a mixed staphylococcic and streptococcic infection was recognized. 
Staphylococcus albus was obtained by culture. New cultures have been made. 

Biopsies were made and showed a tubercle-like structure. There were numerous 
plasma cells and quite a few epithelial cells but no specific organisms. Even 
keeping in mind Lewandowsky’s and Gans’ saying that lupus at times shows a 
striking or even undistinguishable similarity to sarcoid, I held to the diagnosis 
I have mentioned. Sections stained for acid-fast organisms and for spirochetes 
were examined. Both gave negative results. Likewise, examination of the chest 
gave negative results. However, the diagnosis, as made by me, is made with some 
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reservation. Dr. Miller thought he saw some granules of sulfur and showed the 
smears under the microscope, thinking they were ray fungi of actinomycosis. I 
found them to be clumps of débris. At any rate, they lacked the characteristics of 
Actinomyces. 

Dr. H. E. Mitter: As a matter of fact, I could not convince myself that what 
I saw were sulphur granules in any sense of the word. On closer examination, 
the parts seemed to be rather clumps of débris in the area, and I think that since 
these clumps did not show sulphur granules, Dr. Ingels’ diagnosis is correct. 

Dr. Mertin Maynarp: I also saw this patient on his first visit to the clinic. 
I think one often sees, among the dermatoses, a lesion of this kind developing 
after the extraction of teeth and the breaking off of the roots of the teeth in the 
jaw. One case which I remember occurred ina patient who had a lesion just below 
the mandible. I thought I saw sulphur granules, but they proved to be clumps 
of bacteria. I think that one should search for evidence of a foreign body 
in these cases. A reaction can occur from a small bit of dentin buried in the root, 
from osteomyelitic bone and from various foreign bodies. One should be careful 
about considering these lesions tuberculous until the possibility of a foreign body 
has been ruled out. 

One certainly cannot rule out tuberculosis, in any way that I can see, by the 
roentgenograms. Although they do not show pathologic changes, the idea of 
a foreign body should not be completely discarded. One should, I think, search 
for an initial focus from a foreign body lodged in the jaw after extraction. 

Dr. H. J. Temprteton, Oakland, Calif.: I wish to say two things about the 
mycologic features in such cases. A prominent mycologist once made the remark 
that he found it extremely difficult to grow Actinomyces. He had to make dozens 
of cultures before he could obtain one positive culture. There is a bacillus that 
occurs together with Actinomyces. Dr. Ingels might have the bacteriologist search 
for that bacillus. 

Dr. G. V. Kutcuar: That has already been done. After ten days the culture 
showed no growth. 


A Case For DiacGnosis. Presented by Dr. C. J. LuNsForp, Oakland, Calif. 


Mr. D., aged about 45, came to the office on Feb. 27, 1935, and gave the follow- 
ing history: About four months ago he injured his lip immediately beneath the 
right nares while shaving. The lesion has not healed to date. About six weeks 
ago he noticed an eruption on the left side of the upper lip and on the chin. The 
former lesions have persisted. The latter disappeared. Later he noticed small 
pits at the site of the lesions on the chin. Subsequently an eruption appeared on 
the forehead and on the flush areas of the cheeks. There are no subjective 
symptoms. 

The patient presents immediately beneath the right nares on the upper lip a 
pea-sized, indurated lesion with necrotic center. On the left side of the upper lip, 
running over into the flush area of the left cheek, are isolated papules from 1 to 
4 mm. in diameter. Some of them are yellowish brown, the pigmentation being 
seen best under pressure with the diascope. On the right side of the chin there 
are numerous pitting scars the size of a small pinhead. There are erythematous 
patches over the forehead and an occasional telangiectasia of the cheeks. The 
nose is fairly free from lesions. No pustules are seen. Some oily seborrhea is 
present. 

The patient has had dandruff on and off for years. He had influenza while he 
was in the army. About five years ago he rapidly lost weight and was under 
observation by physicians for suspected tuberculosis. He has had a chronic gastric 
disturbance off and on for years. 

The Kline test was negative. A biopsy was made on Jan. 28, 1935. The slide 
is presented for study. In about the middle of the corium there is a well circum- 
scribed tuberculoid reaction. No giant cells are seen. There has not been time 
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for a test with tuberculin and a Moro test. The patient is presented with a tenta- 
tive diagnosis of rosaceous tuberculid. 


DISCUSSION 


Dr. H. E. Mitrer: Clinically, I should favor a diagnosis of acnitis more than 
any other. 

Dr. H. V. Attincton: I think that there are some features of the clinical and 
microscopic picture that suggest lupus erythematosus. 

Dr. E. D. Cu1pMAn: There are many variations in type of acne rosea. I was 
interested in the gastric disturbances. In many cases of acne rosea there 
is hypochlorhydria, and often improvement results from the administration of 
hydrochloric acid. 

Dr. H. V. ALLinGton: The patient is taking hydrochloric acid now. 

Dr. H. J. Tempreton, Oakland, Calif.: I should like to know whether my 
co-workers and I are wrong in considering the possibility of Lewandowski’s 
rosacea-like tuberculid in this case. 

Dr. F. G. Novy Jr:, Oakland, Calif.: I think that the case closely resembles 
those of rosacea-like tuberculosis recently described by Wile and Grauer (ArcuH. 
Dermat. & Sypu. 31:174 [Feb.] 1935). The histologic picture also fits in with 
that of rosacea-like tuberculosis. 

Dr. Mertin Maynarp: Last year I had a patient with a similar condition, 
and the biopsy showed acnitis. The patient did not respond at all to gold therapy. 
It was a typical case pathologically as well as clinically. 


CoccIpIOIDAL GRANULOMA. Presented by Dr. Francis Torrey. 


Mr. S., aged 29, a farmer, has granulomatous coalescing lesions, ulcerations and 
subcutaneous nodules over the back of the neck and supraclavicular area on the 
right side. There is a discharging sinus 10 cm. long, which developed after an 
operative scar in the right flank. 

The lesions on the neck began two years ago with the appearance of a small 
furuncle. This was incised but did not heal, and similar lesions began to appear. 

Eight months ago symptoms of acute appendicitis developed, and an appendec- 
tomy was performed; it was followed by an uneventful recovery, but six weeks 
later an abscess developed at the site of the present sinus. This was incised but 
did not heal. Four months ago, in September 1934, a nephrectomy was per- 
formed on the right side, and the incision was made at the aforementioned site, 
with extension of the draining fistula, but the sinus persists. 

The patient was born in Russia and lived there until the age of 6 years. He 
has lived in Visalia, Calif., since then. 

The past history is irrelevant. 

There is extensive cavitation at both pulmonary apexes, with extensive involve- 
ment of the lungs, as shown by roentgenograms. The blood pressure is 104 systolic 
and 80 diastolic. There is tenderness in the right lower abdominal quadrant over 
the appendectomy scar. 

Roentgenograms of the cervical and lumbar portion of the spine showed no 
abnormalities. The Wassermann reaction was negative. The stools contained 
Trichomonas intestinalis. The hemoglobin content was 60 per cent; there were 
3,320,000 red blood cells, 7,840 white blood cells and 76 per cent polymorpho- 
nuclears. Coccidioides immitis were found on microscopic examination of pus 
and tissue and in cultures. From a laboratory in Los Angeles it was reported 
that the right kidney showed dilated calices, tubercles and caseation. No acid-fast 
organisms and no coccidia were found. 

The patient has been in the hospital during the past six weeks and has had a 
recurrent fever, the temperature ranging from 37.5 to 38 C. (from 99.5 to 100.4 F.) 
with afebrile periods of from four to five days. 
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Treatment has consisted of two courses of an acridine derivative taken orally 
three times a day for five days. There has been no change in the temperature. 
Injection of 20 cc. of serum obtained from a group of adults in Tulare County, 
Calif., was given on January 28; no rise in temperature occurred. There has been 
no change in the lesions, and repeated examinations of pus during treatment have 
all revealed coccidia. 

Dr. H. E. Mitter: My co-workers and I are appointing a committee and plan- 
ning an investigation of Coccidioides. In reviewing the cases reported in the 
Bulletin of the California State Department of Health we have found that 50 
per cent of the patients had been in the endemic area of the San Joaquin Valley 
for only three weeks or less. Dr. Karl Meyer, with special mediums for culturing 
the soil, found that every sample of soil taken on one survey was heavily laden 
with the organisms. In one or two animals coccidia have been found in the glands 
without causing the disease. We have wondered why the large number of persons 
living in the San Joaquin Valley did not acquire the disease. We thought that 
an immune mechanism might be functioning and that whole blood from adults might 
be of value in treatment. None of us know definitely that there are immune bodies 
formed in fungous infections; we only surmise that there may be. 

We gave serum to this patient, and two days after the culture was taken the 
organisms under the microscope all had ‘‘whiskers.” Filiform projections appeared 
around the double-contoured capsules. As a routine we take pus and then rim 
the cover slip. Mycelian hyphae are from ten to fifteen times as wide as the 
so-called “whiskers” that appeared. The organisms with “whiskers” did not grow 
at all. I took the slides to Dr. Meyer, and he was much interested and thought 
that the organisms might be of a new type. Of course, about a week later all 
the organisms had returned to normal. 

Dr. N. N. Epstern: The number of patients with Coccidioides seems to be 
increasing. In one patient who was to be here today the lesions closely simulated 
a syphilitic eruption. One patient seen recently showed extensive involvement of 
the nose and mucous membrane of the upper lip. 
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Book Reviews 


Diseases of the Mouth and Their Treatment. By Hermann Prinz and 
Sigmund S. Greenbaum. Price, $9. Pp. 602, with 287 illustrations and 11 
colored plates. Philadelphia: Lea & Febiger, 1935. 


This book, which combines the knowledge of diseases of the mouth, of 
dentistry and of dermatology, has long been wished for. And, luckily, it does 
not disappoint the reader. Both authors are highly competent. Dr. Prinz, a 
doctor of medicine and a doctor of science, as well as a doctor of dentistry, is 
a professor in the School of Dentistry of the University of Pennsylvania, and 
Dr. Greenbaum is the well known Philadelphia dermatologist. Both write well 
out of a fulness of knowledge in their fields. Each has followed the standard 
of giving a complete, if brief, review of the subject and of making it practical. 
Everything is covered, from the embryology, anatomy and physiology of the 
mouth, methods of examination, symptomatology, general considerations of dis- 
turbances of the mouth and oral hygiene, to a detailed consideration of all the 
diseases of the mouth. The result is a particularly well balanced collaboration. 
The diseases of the mucous membrane and of the soft tissues of the mouth, which 
dermatologists think that they know best, are fully and well considered by Dr. 
Greenbaum; the consideration of those diseases of the mouth which belong more 
particularly in the domain of dentistry are discussed equally well by Dr. Prinz. 
The book fills a gap in dermatologic literature, and every dermatologist will 
find it useful. 

The reviewer is sorry to see on page 82 the use of the word halitosis. He 
refers to it in the vain hope that it may not be allowed to get into medical litera- 
ture. The word is an invention of the advertising writer. Etymologically, if it 
means anything, it means a condition of the breath, not bad breath, and it would 
be unfortunate to see a word of its paternity taken over by scientific literature. 


Studies of Lymphogranuloma Inguinale from Etiological and Immuno- 
logical Points of View. By Erik Wassén. Pp. 180, with illustrations. 
Copenhagen: Levin & Munksgaard, 1935. 


This monograph represents the work of a Swedish scholar in Stockholm, but 
it is in excellent English with nothing to suggest that Wassén does not think in 
English as well as in his native tongue. That fact in itself arouses admiration, if 
not envy, and is evidence of the fine scholarship of the author. 

It summarizes the knowledge to date of lymphogranuloma inguinale. Wassén 
was associated with Hellerstrém, one of the pioneers in this field, and he shows a 
wide first-hand knowledge of the subject in this work. There is a brief historical 
account of the development of present knowledge of this new disease. The experi- 
mental work reported is extensive, and all the clinical facts of the disease are 
illustrated by detailed reports of twenty-five cases. Especial attention is given to 
pathology and immunology. The author’s well established conclusions concerning 
the etiology of lymphogranuloma inguinale are embodied in the following state- 
ments : 

“Lymphogranuloma inguinale is a disease transmittable to certain experimental 
animals. . . . The virus may be transmitted without any loss of virulence from 
mouse to mouse by intraverebral inoculation (five strains). 

“Aided by all available diagnostical auxiliaries, the author, consequently, has 
succeeded in obtaining fully decisive evidence of the correctness of the hypothesis 
put forward by Durand, Nicolas and Favre (1913) on the basis of their clinical 
and pathological-anatomical observations, viz., that lymphogranuloma inguinale is 
an infectious disease, sui generis.” 
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Emotions and Bodily Changes: A Survey of Literature on Psychosomatic 
Interrelationships, 1910-1933. By H. Flanders Dunbar. Published for the 
Josiah Macy, Jr., Foundation. Price, $5. Pp. 595. New York: Columbia 
University Press, 1935. 


The object of this work is well described in its subtitle, “A Survey of Litera- 
ture on Psychosomatic Interrelationships.” It is a bibliography of the literature 
of the subject between 1910 and 1933, with penetrating critical comments. It first 
considers the problems of the subject and the methods of their study, then the 
influences of the psyche on various organs and tissues of the body. These sections 
constitute the main part of the book. A brief survey of its therapeutic con- 
siderations follows, and finally there is a bibliography with comments, which takes 
up no less than 120 pages. The work is thus an extensive summary of this inter- 
esting and important but highly difficult subject. The interest of dermatologists 
is especially in the chapter on the skin, in which is given an intelligent review 
of the present knowlege of this field. While Dunbar is naturally inclined to see all 
the possibilities for psychogenic influences on diseases of the skin, she has no 
thesis to maintain and presents a full and satisfactory survey. The book is timely, 
and thanks are due to the Josiah Macy, Jr., Foundation, under whose patronage 
it is published. 


Dermatology and Syphilology for Nurses, Including Social Hygiene. By 
John H. Stokes. New second edition. Price, $2.75. Pp. 368, with 75 illus- 
trations. Philadelphia: W. B. Saunders Company, 1935. 


The second edition of this book has appeared, and that fact indicates the appeal 
that the work has had. It has been entirely reset and brought up to date, and it 
retains, of course, the virtues of the previous edition. The first of these is the 
precise, accurate and full attention to details that characterizes all Stokes’ books. 
That the book is addressed primarily to nurses really makes it better for physicians, 
because it gives in full those minutiae of technic of examination and treatment 
which the practitioner of medicine is assumed to know but about many of which 
he is often ignorant. The book contains a vast amount of practical knowledge 
of diseases of the skin and of patients. It is a valuable work which can be com- 
mended to any one interested in dermatology, no matter how much he knows 
about it. 


Directory of Dermatologic Societies * 


INTERNATIONAL 


NintH INTERNATIONAL CONGRESS OF DERMATOLOGY AND SYPHILOLOGY 
American Secretary: Dr. Howard Fox, 140 E. 54th St., New York. 


FOREIGN 


BritisH ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 

H. A. Dixon, President, Medical Arts Bldg., Toronto, Ont. 

Norman Wrong, Secretary-Treasurer, Medical Arts Bldg., Toronto, Ont. 

Place: Toronto, Ont. Time: May 1936, 


RoyaL Society or MeEpIcINE, SECTION OF DERMATOLOGY 


Henry MacCormac, President, 23, Wimpole St., London, W. 1. 
R. T. Brain, Secretary, 132, Harley St., London, W. 1. 


NATIONAL DERMATOLOGIC SOCIETIES 


AMERICAN MeEpICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 

Harry R. Foerster, Chairman, 208 E. Wisconsin Ave., Milwaukee. 

J. Bedford Shelmire, Secretary, 1719 Pacific Ave., Dallas, Texas. 

Place: Kansas City, Mo. Time: May 11-15, 1936. 


AMERICAN BoarD OF DERMATOLOGY AND SyYPHILOLOGY 


Howard Fox, President, 140 E. 54th St., New York. 
C. Guy Lane, Secretary, 416 Marlborough St., Boston. 
Place: Kansas City, Mo. Time: May 11-12, 1936. 


AMERICAN DERMATOLOGICAL ASSOCIATION 
C. Guy Lane, President, 416 Marlboro St., Boston. 

F. D. Weidman, Secretary, University of Pennsylvania, Philadelphia. 
Place: New Ocean House, Swampscott, Mass. Time: June 4-6, 1936. 


SECTIONAL DERMATOLOGIC SOCIETIES 


CENTRAL STATES DERMATOLOGICAL ASSOCIATION 
Samuel Goldblatt, President, 3208 Colerain Ave., Cincinnati. 

E. W. Netherton, Secretary-Treasurer, 2020 E. 93d St., Cleveland. 
Place: Cleveland. Time: 1936. 


NorTHERN New Jersey DERMATOLOGICAL SOCIETY 

Henry J. F. Wallhauser, President, Medical Tower, Newark. 

Louis J. B. LeBel, Secretary, 165 Grant Ave., Nutley. 

Place: Academy of Medicine of Northern New Jersey, Newark. Time: Third 
Tuesday of January, March, May, September and November. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 
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SouTHERN MeEpiIcaL ASSOCIATION, SECTION ON DERMATOLOGY 
AND SyYPHILOLOGY 
J. W. Roussel, Chairman, 150 Baronne St., New Orleans. 
Cornelius F, Lehmann, Secretary, 705 E. Houston St., San Antonio, Texas. 


STATE DERMATOLOGIC SOCIETIES 


CALIFORNIA MeEpIcAL ASSOCIATION, SCIENTIFIC ASSEMBLY, DERMATOLOGY 
AND SYPHILOLOGY SECTION 


William H. Goeckerman, Chairman, 1680 N. Vine St., Hollywood. 
Stanley O. Chambers, Secretary, 1210 Roosevelt Bldg., Los Angeles. 


Fioripa Society oF DERMATOLOGY AND SyYPHILOLOGY 


J. L. Kirby-Smith, Chairman, 204 Laura St, Jacksonville. 
W. M. Sams, Secretary, 310 Ingram Bldg., Miami. 


LovuISIANA DERMATOLOGICAL SOCIETY 


M. T. Van Studdiford, President, 912 Pere Marquette Bldg., New Orleans. 
R. A. Oriol, Secretary-Treasurer, Maison Blanche Bldg., New Orleans. 


MassacHuseEtts MeEpicaL Society, SECTION ON DERMATOLOGY AND SYPHILOLOGY 


Harvey P. Towle, President, 453 Marlborough St., Boston. 
Rudolf Jacoby, Secretary, 270 Commonwealth Ave., Boston. 


MepicaL SociETY OF THE STATE OF NEW York, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 


Louis Tulipan, Chairman, 224 E. 17th St., New York. 
C. H. Peachey, Secretary, 197 S. Goodman St., Rochester. 


MepicaL Society OF THE STATE OF PENNSYLVANIA 
SECTION ON DERMATOLOGY 


Abraham Strauss, Chairman, Medical Arts Bldg., Philadelphia. 
L. G. Bembauer, Secretary, 5026 Jenkins Arcade Bldg., Pittsburgh. 


MicHIGAN State Mepicat Society, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


A. E. Schiller, Chairman, 10 Peterboro St., Detroit. 
G. Warren Hyde, Secretary, 2501 W. Grand Blvd., Detroit. 


MINNESOTA DERMATOLOGICAL SOCIETY 


Hamilton Montgomery, President, Mayo Clinic, Rochester. 
D. D. Turnacliff, Secretary, 407 Medical Arts Bldg., Minneapolis. 
Time: First Wednesday in October, December, February and April. 


OKLAHOMA STATE DERMATOLOGICAL SOCIETY 


Margne O. Nelson, President, 307 Medical Arts Bldg., Tulsa. 
Harry Green, Secretary, 1116 Medical Arts Bldg., Tulsa. 


Texas DERMATOLOGICAL 
J. C. Michael, President, 1215 Walker Ave., Houston. 
Everett R. Seale, Secretary, 1215 Walker Ave., Houston. 
Place: Austin. 


LOCAL DERMATOLOGIC SOCIETIES 
BALTIMORE-WASHINGTON DERMATOLOGICAL SocrETY 


Dudley C. Smith, President, University of Virginia Hospital, Charlottesville, Va. 
Francis A. Ellis, Secretary, 104 W. Madison St., Baltimore. 


DIRECTORY 


Bronx DERMATOLOGICAL SOCIETY 


Eugene F. Kelley, Chairman, 93 Radford St., Yonkers, N. Y. 
Henry Silver, Secretary, 290 West End Ave., New York. 


BROOKLYN DERMATOLOGICAL SOCIETY 


Jacob Skeer, President, 272 E. 19th St., Brooklyn. 
George F. Price, Secretary, 884 Lincoln Place, Brooklyn. 
Time: Third Monday of each month except June, July, August and September. 


BUFFALO-ROCHESTER DERMATOLOGICAL SOCIETY 


Albert R. McFarland, President, 315 Alexander St., Rochester, N. Y. 
Richard L. Saunders, Secretary, 333 Linwood Ave., Buffalo. 


CENTRAL NEw YorK DERMATOLOGICAL SOCIETY 


John R. Schermerhorn, President, 1225 Union St., Schenectady. 
L. de Mello, Secretary-Treasurer, Medical Arts Bldg., Syracuse. 


Cuicaco DERMATOLOGICAL SOCIETY 


William A. Pusey, President, 7 W. Madison St., Chicago. 
Max S. Wien, Secretary, 104 S. Michigan Ave., Chicago. 


CINCINNATI DERMATOLOGICAL SOCIETY 


Samuel Goldblatt, President, 3208 Colerain Ave., Cincinnati. 
Raymond G. Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 


CLEVELAND DERMATOLOGICAL SOCIETY 


H. G. Miskjian, President, 856 Rose Bldg., Cleveland. 
E. W. Netherton, Secretary, 2020 E. 93d St., Cleveland. 


Detroir DERMATOLOGICAL SOCIETY 


L. W. Shaffer, President, 1553 Woodward Ave, Detroit. 
William G. Saunders, Secretary-Treasurer, 9203 Grand River Ave., Detroit. 


Los ANGELES DERMATOLOGICAL SOCIETY 


N. P. Anderson, Chairman, 2007 Wilshire Blvd., Los Angeles. 
Thomas W. Nisbet, Secretary, 65 N. Madison Ave., Pasadena, Calif. 
Time: Second Tuesday of each month, October to May, inclusive. 


MANHATTAN DERMATOLOGIC SOCIETY 


Paul E. Bechet, Chairman, 55 Park Ave., New York. 
Mihran B. Parounagian, Secretary, 126 E. 39th St., New York. 


MONTREAL DERMATOLOGICAL SOCIETY 


Alberic Marin, President, 1414 Drummond St., Montreal, Canada. 
Paul Poirier, Secretary, 2073 St. Denis St., Montreal, Canada. 


New ENGLAND DERMATOLOGICAL SOCIETY 


William P. Boardman, President, 388 Marlborough St., Boston. 
J. Harper Blaisdell, Secretary, 45 Bay State Road, Boston. 


New York AcADEMyY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 
Max Scheer, Chairman, 509 Madison Ave., New York. 
Frank C. Combes, Secretary, 80 W. 40th St., New York. 
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New York DERMATOLOGICAL SOCIETY 


R. H. Rulison, Chairman, 114 E. 62nd St., New York. 
Eugene F. Traub, Secretary, 140 E. 54th St., New York. 


OMAHA DERMATOLOGICAL SOCIETY 


Charles McMartin, Chairman, 611 City National Bank Bldg., Omaha. 
Donald J. Wilson, Secretary, 1216 Medical Arts Bldg., Omaha. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 


Herbert J. Smith, Chairman, 3305 N. 17th St., Philadelphia. 
Vaughn C. Garner, Secretary, Greene and Coulter Sts., Philadelphia. 


PitTsBuRGH DERMATOLOGICAL SOCIETY 


Emerson Gillespie, President, 120 Tuscarawas St., Canton, Ohio. 
Joseph J. Hecht, Secretary, 506 Medical Arts Bldg., Pittsburgh. 


St. Louis DERMATOLOGICAL SOCIETY 


Richard S. Weiss, President, 3720 Washington Blvd., St. Louis. 
M. F. Engman Jr., Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 


San Francisco DERMATOLOGICAL SOCIETY 


L. R. Taussig, President, 384 Post St., San Francisco. 
John M. Graves, Secretary, 909 Hyde St., San Francisco. 
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The asterisk (*) preceding the page number 
indicates an original article. Subject entries 
are made for all articles. Author entries are 
made for original articles, correspondence and 
society transactions. Book Reviews, Obituaries 
and Society Transactions are indexed under 
these headings in their alphabetical order under 
the letters B, O, and S, respectively. 


Abnormalities and Deformities: See under 
names of diseases, organs and regions, as 
Atrophy; Ectoderm, dysplasia; Pigmenta- 
tion; ete 

Abrasions, tinfoil in treatment of abrasions 
and ulcers, 297 

Abshier, A. B.: Mixed tumors of palate, *622 

Acanthosis nigricans, 658, 825 

nigricans, associated with 
cutis, 481 
nigricans, etiology and clinical features, 811 

Acarophobia: See Itch 

Achromia: See Pigmentation 

Acid, Amino: See Amino-Acid 

Acidosis; acid in blood as cause of diseases 
of skin, *464 

Acladiosis: See Mycosis 

Acne agminata, 137, 303 

—, acne varioliformis and scleroderma, 


leiomyosarcoma 


125 
and tuberculosis, 935 
cystic, 146 
estrogenic substance in blood of patients with 
acne, *560 
necrotica, case for diagnosis, 817 
varioliformis, 985 
Acnitis: See Acne agminata 
Acrocyanosis: See Cyanosis 


chronica atrophicans, 815, 825, 


chronica atrophicans, followed by formation 
of multiple malignant tumors, 298 
chronica atrophicans of hands; stasis derma- 
titis; lingua geographica, 695 
chronica  atrophicans (Schweninger-Buzzi 
atrophy), 825 
continua of Hallopeau, 352 
continua suppurativa Hallopeau, case of, 112 
Acrodynia, report of case with pathologic study, 
293 
Acrostalagmus Cinnabarinus: See Trichophytosis 
Actinomycosis, 503 
Adams, J.“M.: Contact dermatitis due to crude 
petroleum, *573. 
Adenitis: See under Lymph Nodes 
Adenoma sebaceum, 317, 330 
Adiposis dolorosa (Dercum’s disease), 679 
Adiposity: See Obesity 
Adrenals: See Suprarenals 
Agranulocytosis: See Angina, agranulocytic 
Alderson, H. E.: Chronic arsenical keratoses 
and ‘pigmentation ; Bowen’s disease, 313 
Fever therapy in dermatitis herpetiformis, 


*468 
Lichen nitidus, 310 


Allergens: See Anaphylaxis and Allergy 
Allergy: See Anaphylaxis and Allergy 
Allington, H. V.: Adenoma sebaceum, 317 
Xanthoma tuberosum multiplex, 318 
Alopecia areata and alopecia totalis, 959 
areata; tinea decalvans perstans, 807 


Alopecia—Continued 
areata, treatment of cutaneous diseases with 
paraffin, 113 
atrophicans (pseudopelade) preceded by lichen 
spinulosus, 343 
cicatrisata ; pseudopelade of rapid course, 645 
essential syphilitic, report of case, *73 
with congenital syphilis, 525 
Ambler, J. V.: Excretion of mercury after 
clinical intramuscular and intravenous in- 
jections, *1 
American Board of Dermatology and Syphil- 
ology, meeting, 802, 926 
— Association, Kansas City meeting, 
Amino-Acid; chemistry of human epidermis; 
amino-acid content of stratum corneum 
ong its comparison to other human keratins, 


—. systematized, of skin and muscles, 


Anaphylaxis and Allergy: See also under names 
of various diseases, as Eczema; etc. 
allergic dermatitis, 334 
camomile (Anthemis cotula) as skin irritant, 


dermatitis herpetiformis associated with food 
allergy; report of case, *798 

evolution of atopic dermatitis, *451 

experiments in silk hypersensitivity and in- 
halation of allergen in atopic dermatitis 
(neurodermatitis disseminatus), 476 

hypersensitivity to vanilla, 810 

intracutaneous reactions with egg white, egg 
yolk and cow’s milk, 936 

is there connection between results of patch 
tests of Jadassohn and Bloch and fever and 
sweating? 298 

new observations on use of proteose of Oriel 
in dermatology, 932 

review of current literature, 804 

single puncture method of testing with 

sensitization of guinea-pigs to Rhus vernici- 
a and to Japanese and Chinese lacquers, 


allergens, *631, *923 
studies on anaphylaxis with pollen, 296 
therapeutic use of localized allergy, 930 
Anderson, N. P.: Case for diagnosis, 671 
Dermatitis herpetiformis, 671 
Lichen planus hypertrophicus or Kaposi’s sar- 
coma? 126 
Melanotic nevus, 669 
Andrews, G. C.: Pachyonychia congenita, 501 
Pustular bacterids of hands and feet, *837 
Anemia, aplastic anemia due to antisyphilitic 
treatment; unusual changes in blood, 934 
Anetoderma: See Atronhy 
Aneurysm, arteriovenous, 978 
Angina, agranulocytic, due to arsphenamine 
arising from treatment of Nicolas-Favre 
disease, 938 
agranulocytic, unusual septic exanthem on 
skin and mucous membranes; differentiation 
from “local” agranulocytosis, 939 
Vincent’s infection of mouth; clinical in- 
cidents in diagnosis and treatment, 639 
Angiokeratoma; epidermolysis bullosa, 687 
Angiolupoid, report on case, 973 
vs. lupus erythematosus vs. sarcoid ; transition 
sarcoid, 694 
Angioma of penis, 349, 509 
treatment of small cutaneous tumors by cryo- 
therapy and diathermy systematically asso- 
ciated, 645 


= 
: 
= 
7 


INDEX TO VOLUME 32 


Angiomyoneuroma, arterial (Masson), case of, 
810 


multiple glomus tumors (Masson), 960 
Ankle, mal perforant and Charcot joint of 
ankle, 971 
Anthemis Cotula: See Camomile 
Anthralin, dioxyanthranol 1-8 as substitute for 
chrysarobin, 929 
Antitrypsin in Blood: See Blood, antiferments 
Aortitis, cardiovascular syphilis; early diag- 
nosis and clinical course of aortitis in 346 
cases of syphilis, 928 
Appel, B.: Case for diagnosis, 132 
Treatment of arsenical hepatitis with sodium 
dehydrocholate; experimental and clinical 
studies in cases of arsphenamine poison- 
ing, *422 
Aqueous humor, experimental investigation on 
presence of arsphenamine in aqueous after 
intravenous injection, 651 


Argyria; Argyrosis: See under Silver 


Arsenic: See also Arsphenamine; Tryparsamide 

arsenical keratoses and carcinomas, 927 

as etiologic agent in certain types of epithe- 
lioma; differential diagnosis from, and 
further studies regarding, superficial epithe- 
liomatosis and Bowen’s disease, *218 

chronic arsenical keratoses and pigmentation ; 
Bowen’s disease, 313 

epithelioma (basal cell, atrophic, arsenical) ; 
arsenical keratoses, 322 

— palmaris et plantaris (arsenical) 


lichen planus and lichen spinulosus following 
antisyphilitic treatment, 318 

lichenoid eruption in arsenic-resistant patient 
treated with bismuth; bismuthoresistance, 


retention, associated with unusual cutaneous 
symptoms, *181 
retention in etiology of pachyonychia, *370 
Arsenoxide: See Mapharsen 
Arsphenamine: See also under Syphilis 
agranulocytosis due to arsphenamine arising 
treatment of Nicolas-Favre disease, 


dermatitis due to, 667 
hepatitis due to, treated with sodium dehydro- 
cholate; experimental and clinical studies 
in cases of arsphenamine poisoning, *422 
in aqueous humor after intravenous injection, 
experimental investigation on, 651 
jaundice following treatment with neoarsphen- 
amine, clinical studies, *431 
lichen planus following, 490 
nonfatal jaundice associated with arsphen- 
amine therapy; clinicopathologic study of 
2 cases, *750 
ocular reactions due to, 637 
review of 25-year period since introduction of 
Ehrlich’s arsphenamine in treatment of 
syphilis, 813 
temporary psychosis due to injection of, 113 
unusual eruption resembling parasitic eczema 
and healing with pigmentation developing 
in course of treatment of syphilis com- 
plicated by hypernephroma, 810 
Arthritis; case of psoriasis arthropathica, 810 
due to thallium, 934 
Arthropathy, tabetic; mal perforant and Charcot 
joint of ankle, 971 
Asphyxia, sugar content of skin in, 937 
Atrophoderma: See Atrophy 


Atrophy, anetoderma erythematosum Jadassohn 
in patient with nedulo-ulcerative syphilis, 
5 


27 
dermatofibrosis lenticularis disseminata : fibro- 
mas and atrophia maculosa cutis, 943 
macular, and secondary syphilis, 677 


Atrophy—Continued 
pseudo-atrophoderma colli 
phy), 315 
Ayres, S., Jr.: Case for diagnosis, 124 
Case for diagnosis (chronic ulceration; tuber- 
culous tenosynovitis), 672 
Epithelioma (basal cell, atrophic, arsenical) ; 
arsenical keratoses, 322 
Ichthyosis of body; tinea of scalp, 128 
=" subepidermal fibrosis (Michelson), 
1 


(idiopathic atro- 


Bacteria: See also Pneumococci; Staphylococci ; 
Streptococci ; etc. 
coli; exanthems in sepsis with reference to 
that caused by pneumococci or by colon 
bacilli, 813 
waa 2 pustular bacterids of hands and feet, 
*837 


Baer, H. L.: Epilation and pain, *632 
Lip-stick dermatitis, *726 
Treatment of paraffinoma; report of case, 
*204 


Bailey, H.: Pityriasis rosea; report of case 
with lesions of palms and soles, *104 
Baker’s Itch; baker’s eczema, 116 
value of suitability tests for bakers in field 
of industrial direction, 111 
Balanitis: See under Penis 
Baldness: See Alopecia 
Bancroft, I. R.: Lichen planus and _ lichen 
spinulosus following antisyphilitic treat- 
ment, 318 
Barnett, C. W.: Modified composition of iodo- 
bismitol ; results on local irritation, *284 
Basophilism: See Pituitary Body, tumors 
Bazin’s Disease: See Erythema induratum 
Bechet, P. E.: Epithelioma of lower eyelid; 
results of treatment, 347 
Erythema multiforme? 979 
Morphea ; marked improvement after roentgen 
therapy, 981 
Naevus pigmentosus with unusual features, 
980 


Tuberculosis cutis? 954 
Vitiligo or tinea versicolor, 960 
Becker, S. W.: Case for diagnosis 
psoriasis en plaques), 162 
Beef fat, contact dermatitis due to, *629 
Beerman, H.: Case for diagnosis, 696 
Gumma vs. carcinoma of tongue, 697 
Lichen planus complicated by involvement of 
nails; pityriasis rosea coincident with 
lichen planus, 139 
Pityriasis lichenoides et varioliformis acuta 
of Haberman, 138 
Recklinghausen’s disease, 700 
Beeson, B. B.: Case for diagnosis, 165 
Epitrochlear adenopathy in secondary syphilis, 
*746 


(para- 


H6pital Saint-Louis; historical sketch, *563 
Beinhauer, L. G.: Treatment of epidermolysis 
bullosa, *469 
Benjamin, H.: Gummas of right tibia, 129 
Hidradenitis, 130 
Psoriasiform syphilid, 135 
Berkovsky, M.: Epithelioma on basis of radio- 
dermatitis, 173 
Berlock Dermatitis: See Pigmentation 
Biopsy, clinical spectroscopy; advantages and 
physical principles of spectrograph and 
technic in taking specimen for biospectro- 
metric analysis, *385 
Biospectrogram, clinical spectroscopy; advan- 
tages and physical principles of spectro- 
graph and technic in taking specimen for 
biospectrometric analysis, *385 


INDEX TO 


Bismuth hydroxide, conjunctival reactions after 
each injection of, 480 
intravenous administration of mercuric 
cyanide in cases of stomatitis due to, 646 
lichenoid eruption in arsenic-resistant patient 
treated with bismuth; bismuthoresistance, 
479 
statistics of accidents following bismuth ther- 
apy in connection with 1,000 injections of 
liposoluble bismuth, 933 
Therapy: See under names of various dis- 
eases, i. e., Lupus erythematous; Syphilis ; 
etc. 
Bladder, case of Pringle’s disease with changes 
in eyegrounds and in mucosa of bladder 
and rectum, 299 


Blastomyces, searching for, *923 


Blastomycosis, 661 
superficial, of skin 
marginatum, 648 
Blood: See also Anemia; 
cytes 
acid in, as cause of diseases of skin, *464 
and oxygen supply of skin, *576 
antiferments; serum antitrypsin in various 
dermatoses, 648 
changes and functions of skin in eczema, 302 
estrogenic substance in patients with acne, 
*560 
transfusion, factors conditioning transmission 
of syphilis by, 927 
Bloom, D.: Angioma of penis, 509 
Psoriasis pustulosa, 519 
Pustular psoriasis of palms and soles, report 
of 4 cases, *90 
Simplified method of preparing pencils of 
carbon dioxide snow, *105 


Boardman, W. P.: Syphilis in third generation 
(3 cases), 660 


Boeck’s Sarcoid: See Sarcoid 
Bone marrow, examination for M. leprae, 809 


resembling eczema 


Leukemia; Leuko- 


Boox Reviews: 


Brain as an Organ: Its Postmortem Study and 
Interpretation; Frederic Wertham and 
Florence Wertham, 832 

Dermatology and Syphilology for Nurses, In- 
cluding Social Hygiene; J. H. Stokes, 994 

Handbuch der Haut- und Geschlechtskrank- 
heiten, vol. 20; edited by J. Jadassohn, 359 

Handbuch der Kinderheilkunde, vol. 10; M. 
von Pfaundler and A. Schlossmann, 359 

Studies of Lymphogranuloma Inguinale from 
Etiological and Immunological Points of 
View; E. Wassén, 993 

The Patient and the Weather; W. F. Petersen, 
359 


Books received, 832 
Bordet-Wassermann Reaction: See under Syph- 
ilis 
Bowen’s Disease: See Cancer, precancer 
Brain, can spirochete of syphilis penetrate brain 
from cornea in rabbits? 113 
Bromide and Bromine; bromoderma, 152 
eruption due to bromide or iodide, 123 
Bromoderma: See under Bromide and Bromine 
Bubo, chancroids with bubo and positive intra- 
cutaneous test, two cases, 486 
climatic, and some allied conditions, recent 
views, 478 
Strumous: See Lymphogranuloma inguinale 
Burke, E. T.: Réle of iodine in therapy of 
syphilis; discussion of its relationship to 
lipoids, *404 
Butler, C. S.: Epidemiology of yaws, *446 
Butterworth, T.: Lichen planus atrophicus, 817 
Lupus serpiginosus with elephantiasis, 830 
Lupus vulgaris, 830 
Trichorrhexis nodosa, 144 
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Calcinosis, 684 


Calcium and phosphorus studies; effect of pro- 
phylactic and curative doses of standardized 
viosterol on human tissues; necropsy report 
of 13 cases showing no tissue damage, 475 


Cameron, O. J.: Effect of roentgen rays on lipids 
of epidermis, *69 


Camomile (Anthemis cotula) as skin irritant, 295 
Campbell, H. S.: Leprosy, 668 
Cancer: See also Sarcoma; Tumors; etc.; and 


under names of organs and regions 
arsenical keratoses and carcinomas, 927 
in natives of Nigeria; analysis of 500 tumors, 
296 


is cancer becoming more prevalent? 473 
lupus carcinoma and lupus sarcoma, 649 
metastasis in squamous carcinoma, 473 
precancer; arsenic as etiologic agent in cer- 
tain types of epithelioma; differential diag- 
nosis from, and further studies regarding, 
superficial epitheliomatosis and Bowen’s dis- 
ease, *218 
precancer; Bowen’s disease, 977 
precancer ; Bowen’s disease of penis, 685 
precancer; chronic arsenical keratoses and 
pigmentation ; Bowen’s disease, 313 
precancer ; precancerous epitheliomatosis 
(Bowen’s disease) of palate and fauces, 641 
primary epidermoid, early stage of, 143 
psoriasis and basal cell carcinoma following 
roentgen therapy, 119 
tar cancer of lip in fishermen, 930 
traumatic, modern attitude toward, 929 
Cannon, A. B.: Arteriovenous aneurysm, 978 
Carcinoma of tongue on syphilitic basis, 969 
Multiple superficial basal cell epithelioma, 971 
Cannon, A. B.: Parapsoriasis, 978 
Capillary system; clinical spectroscopy ; quanti- 
tative distribution of gold in body or its 
physiopathologic retention as reciprocal of 
capillary system, *768 
clinical spectroscopy ; quantitative distribution 
of silver in body or its physiopathologic re- 
tention as reciprocal of capillary system, 
*775 
Carbon dioxide snow, simplified method of pre- 
paring pencils, *105 
Cardiovascular diseases, syphilis; early diagnosis 
and clinical course of aortitis in 346 cases 
of syphilis, 928 
Caro, M. R.: Case for diagnosis, 167 
Granuloma annulare, 686 
Sarcoid (Spiegler-Fendt type), 689 
Tuberculosis, 162 
Carson, L. J.: Prurigo nodularis, 488 
Cataract, genitosclerodermic syndrome and cata- 
ract (Rothmund’s disease), 646 
Cement, dermatitis venenata due to, 153 
Central States Dermatological Association, meet- 
ing, 470 
Cerebrospinal Fluid, comparative estimation of 
spinal fluid from cisternal and lumbar punc- 
ture in syphilitic patients, 294 
extensive herpes zoster with changes in spinal 
fluid in case of ‘secondary syphilis, 301 
persistent abnormalities (Wassermann fast- 
ness) of spinal fluid in treated neuro- 
syphilis; their prognostic import, 805 
Chambers, S.: Melanosarcoma or neurofibro- 
matosis, 126 
Chancre of ear, 932 
of nose, 691 
syphilitic, of internal angle of eyelid, 645 
Chancroid, new treatment, 477 
with bubo and positive intracutaneous test, 2 
cases, 486 
Charcot’s Joint: See Arthropathy, tabetic 
Chargin, L.: Nickel dermatitis, 170 
Cheilitis: See under Lips 
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Chickenpox and sensitization to light, 111 
relationship between varicella and _ herpes 
zoster, 479, 814 
Chilblains ; pernio and Bazin’s disease, 826 
Chipman, E. D.: Differentiation of sharply out- 
lined eczematoid patches, *605 
Chipman, I. C.: Case for diagnosis, 821 


Chlorides, elimination in pemphigus and in other 
exudative dermatoses, 300 


Chrysarobin: See also under names of various 
diseases 

dioxyanthranol 1-8 as substitute for chrysaro- 
bin, 929 


prophylactic effect of ultraviolet rays on der- 
matitis due to chrysarobin in psoriasis vul- 
garis, 811 
Cisterna magna, puncture; may occipital punc- 
ture be used in consulting room? 811 
Citochol (Sachs-Witebsky) Reaction: See under 
Syphilis 
Clavicle, enlargement of 1 sternoclavicular ar- 
ticulation as valuable clinical sign of late 
prenatal (congenital) syphilis, *602 
Coccidioides ; coccidioidal granuloma, 991 
Cold, therapeutic use; treatment of small cut- 
aneous tumors by cryotherapy and diathermy 
systematically associated, 645 
Cole, H. N.: Excretion of mercury after clini- 
cal intramuscular and intravenous injec- 
tions, *1 
Mercury inunctions, *242 
Uleus vulvae acutum with oral lesions (peri- 
adenitis mucosa necrotica recurrens), 119 
Colitis, ulcerative granuloma of pudenda treated 
with intravenous injections of tartar emetic 
(antimony and potassium tartrate) and dust- 


ing powder containing mild mercurous 
chloride and antimony oxide; necrotic 
colitis ; death, 297 

Combes, F. C.: Acarophobia, 149 


Chondrodermatitis nodularis auricularis, 151 
Multiple concentric pigmented nevi, 349 
Condyloma: See also Syphilis 
question of pseudosyphilis papulosa, 810 
Conjunctiva; conjunctival reactions after each 
injection of bismuth hydroxide, 480 
lupus erythematosus with involvement of con- 
junctivae, 818 
Connor, 
child, 118 
Five cases of syphilis of central nervous sys- 
tem, 484 
Lupus erythematosus; lichen scrofulosorum, 
486 


Favus in American-born 


Lymphogranuloma inguinale; report of case 
with involvement of retroperitoneal lymph 
nodes and probable involvement of hip joint, 
adrenals and kidneys, with autopsy, *196 

Psoriasis; dermatitis exfoliativa or arsenical 
keratoses, 485 

Synovial lesions of skin, 488 

Tuberculosis colliquativa, 118 

Cooper, G. A.: Mapharsen in treatment of 
syphilis; preliminary report, *868 

Copaiba, dermatitis medicamentosa due to, 532 

Cormia, F. E.: Pruritus in chronic pemphigus, 
08 


Cornbleet, T.: Case for diagnosis: cutis verticis 
gyrata or lipoma, 688 

Cornea, can spirochete of syphilis penetrate 
brain from cornea in rabbits? 113 

Inflammation: See Keratitis 

Cornell, V. H.: Epithelioma of basis of radio- 
dermatitis, 173 

Correction to article by C. M. Hasselmann en- 
titled “Fatality from Exacerbation of Latent 
Tuberculosis Due to Thio-Bismol in Case 
of Yaws” (31: 686, 1935), 292 
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Correction—Continued 
to article by M. E. Obermayer and S. W. 
Becker entitled “Study of Crude Coal Tar 
and Allied Substances” (31: 796, 1935), 292 
Corson, E. F.: Acnitis, 137 
Meadow grass dermatitis (dermatitis bullosa 
striata pratensis), *616 
Premycotic stage of mycosis fungoides, 141 
Cosmetics ; lip-stick dermatitis, *726 
skin reactions to combinations of 2 toilet 
articles neither of which alone caused irri- 
tation, *632 
Cousins, R. F.: Di-nitrophenol in treatment of 
ichthyosis, *466 
Cranium, ecthyma gangraenosum cachecticorum 
producing destructive ulceration of cranial 
bones, 937 
syphilitic osteitis of frontoparietal bones in 
association with papillitis of left eye, 535 
Crawford, B.: Rhinoscleroma, case for diag- 
nosis, 701 
Crawford, W. C.: Xanthoma tuberosum multi- 
plex (tinea versicolor), 657 
Creeping eruption at Natal coast, 297 
Cryotherapy: See Cold, therapeutic use 


Crystal violet, mycostatic studies on certain 
Moniliae and related fungi, *49 
Cutis Verticis Gyrata: See under Scalp 
Cyanosis, acrocyanosis and endocrinopathy, 815 
partial separation of nails in erythrocyanosis 
of hands, 481 
pituitary basophilism (Cushing) with typical 
changes in skin (plethora, adiposity, pur- 
puric striae atrophicae, acrocyanosis and 
hirsutism), 940 
Cysts, epidermoid, 538 
surface epithelium acting as foreign body, 931 


Darier’s Disease: See Keratosis follicularis 
Dementia Paralytica: See Paralysis, general 
os folliculorum in man, pathogenicity of, 


Depigmentation: See Pigmentation 
Depilation: See Hair, removal 
Dercum’s Disease: See Adiposis dolorosa 
Dermatitis: See also Acrodermatitis; Eczema; 
Neurodermatitis ; etc. 
acrodermatitis chronica atrophicans of hands ; 
stasis dermatitis; lingua geographica, 695 
actinica, 663 
allergic, 334 
allergic ; evolution of atopic dermatitis, *451 
Arsphenamine: See Arsphenamine 
Atrophicans: See Atrophy 
Berlock: See Pigmentation 
bullosa striata pratensis (meadow grass der- 
matitis), *616 
elimination of chlorides in pemphigus and in 
other exudative dermatoses, 300 
exfoliativa generalisata chronica (Wilson and 
Brocq), 300 
— psoriasis or arsenical keratoses, 


Gangrenosa: See Gangrene 

Herpetiformis: See Dermatitis multiformis 

Medicamentosa: See also under Arsenic; Ars- 
phenamine; Bismuth; Bromide and Bro- 
mine; Copaiba; Gold; Nitrophenol; Ortho- 
form; Phenolphthalein; Potassium; Pro- 
caine; Quinine; etc. 

medicamentosa, eruption due to a drug or 
a epithelioma, case for diagnosis, 


multiformis, 671, 823 

multiformis associated with food allergy; re- 
port of case, *798 

multiformis; eruption due to phenolphthalein 
or dermatitis herpetiformis, 141 

multiformis, fever therapy in, *468 
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Dermatitis—Continued 

multiformis, Haberman’s complex (dermatitis 
herpetiformis), 142 

Occupational: See under Occupational Dis- 
eases; and names of various diseases and 
substances, as Baker’s Itch; Beef fat; 
Hyacinth bulbs; Petroleum; etc. 

purpuric pigmented lichenoid dermatitis, *707 

repens, tinea or pustular psoriasis; case for 
diagnosis, 815 

resistant, of left side of face of 2% years’ 
duration, case for diagnosis, 539 

Roentgen Ray: See under Roentgen Rays 

Venenata: See also under names of substances 
as Cement; Gold; Mercury; Metals; Nickel ; 
etc. 

venenata, experimental study of etiology, 296 

venenata ; skin reactions to combinations of 2 
toilet articles neither of which alone caused 
irritation, *632 

Verrucosa: See Actinomycosis, cutaneous 

water metabolism in cases of eczema and der- 
matitis, clinical studies, 483 


Dermatofibroma: See Fibroma 


Dermatologic societies, directory of, 178, 360, 
541, 703, 833, 995 | 

Dermatology, history; exhibition of old books, 
358 


nomenclature ; tyranny of words, *545 
Dermatomycosis: See under Mycosis 
Dermatophytosis: See Mycosis 
Dermatosis: See Dermatitis; Eczema; Skin dis- 

eases ; etc. 
Desmouliére Reaction: See Syphilis 
De Wolf, H. F.: Mercury inunctions, *242 
Diabetes Mellitus, chronic lichenoid eczema in 
lower extremities in diabetic patient, 326 

dermatitis gangrenosa as complication; 803 

necrobiosis lipoidica diabeticorum, 491 
Diathermy: See also under names of various 

diseases 

bipolar, indifferent electrode in, *801 
Di-Nitrophenol: See Nitrophenol 
Dioxyanthranol: See Anthralin 
Di-Oxyphenylamine: See Oxyphenylamine 
Directory of dermatologic societies, 178, 360, 541, 

703, 833, 995 
Dixon, R.: Syphilis, papular secondary, 336 
Dodd, M. C.: Mapharsen (“‘arsenoxide’) in 
therapy of experimental syphilis and trypa- 
nosomiasis, *848 
Donaggio Reaction : 
nomenon 


Dorne, M.: Enlargement of 1 sternoclavicular 
articulaton as valuable clinical sign of late 
prenatal (congenital) syphilis, *602 


J. G.: Keratoderma blennorrhagicum, 


See Syphilis, obstacle phe- 


Mycosis fungoides, 659 
Pemphigus, 131 
Drant, P.: Epidermoid cysts, 538 
Driver, J. R.: Uleus vulvae acutum with oral 
lesions (periadenitis mucosa necrotica re- 
currens), 119 
Drug Eruptions: See Dermatitis medicamen- 
tosa; and under names of drugs, as Ar- 
senic; Arsphenamine; Gold; Phenol- 
phthalein; Procaine; etc. 
Duhring’s Disease: See Dermatitis multiformis 
Durand-Nicholas-Favre’s Disease: See Lympho- 
granuloma inguinale 
Dyes, eyelash; ill effects and some problems 
evoked by them, *258 
mycostatic studies on certain Moniliae and 
related fungi, *49 
Dyshidrosis: See under Sweat and Sweat 
Glands 
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Ear, chancre of ear, 932 
chondrodermatitis nodularis auricularis, 151 
Fistula: See Fistula 
Ebert, M. H.: Case for diagnosis, 165 
Epitheliomatosis (superficial), 681 
Juxta-articular nodes, 675 
Lichen planus, 524 
Multiple benign cystic epithelioma, 168 
Tularemia, 529 
Eckstein, H. C.: Effect of roentgen rays on 
lipids of epidermis, *69 
Ecthyma gangraenosum cachecticorum produc- 
ing destructive ulceration of cranial bones, 


or ulcerative cutaneous tuberculosis, 328 
congenital (hereditary) dysplasia of, 
83 


Eczema, 650 
allergic; evolution of atopic dermatitis, *451 
allergic reactions in mucous membranes with 
reference to eczema, 113 
Baker’s: See Baker’s Itch 
— in blood and functions of skin in, 


chronic lichenoid eczema of lower extrem- 
ities in diabetic patient, 326 

differentiation of sharply outlined eczematoid 
patches, *605 

generalized dermatitis of eczematoid type, 
possibly on allergic basis, 334 

marginatum, superficial blastomycosis of skin 
resembling eczema marginatum, 64 

milk-free diet in pyuria and eczema of chil- 
dren, 641 

occurrence and treatment from standpoint of 
focal infection, 113 

solare, *290 

— of cutaneous diseases with paraffin, 
1 


water metabolism in cases of eczema and 
dermatitis, clinical studies, 483 
Edema: See also Elephantiasis 
critical review of 170 cases of urticaria and 
angioneurotic edema followed for period of 
from 2 to 10 years, 475 
hereditary ; Milroy’s disease with onychauxis 
and onychogryphosis, 344 
urticaria, and purpura following small doses 
of di-nitrophenol; report of case, *288 
Egg, intracutaneous reactions with egg white, 
egg yolk and cow’s milk, 936 
Elastoplast in treatment of warts, 806 
Electrocoagulation: See under names of various 
diseases 
Electropyrexia: See Fever, therapeutic 
we in South Africa and Basutoland, 


nonfilarial, of scrotum, 328 
of penis and scrotum, a sequela of lympho- 
granuloma inguinale, *86 
with lupus serpiginosus, 330 
Eller, J. J.: Bromoderma, 152 
Dermatitis venenata (due to cement), 153 
Encephalitis, toxic, following use of thallium 
acetate, 809 
Endocrine Glands: See also Hormones 
acrocyanosis and endocrinology, 815 
extracts, intradermal tests by, 114 
psoriasis, fungous infection or endocrine dis- 
turbance, case for diagnosis, 148 
Endothelioma capitis (turban tumors); naevo- 
epithelioma adenoides (Hoffman), 674 
Epidermolysis bullosa, 664 
bullosa ; angiokeratoma, 687 
bullosa in brother and sister, 824 
bullosa, treatment, *469 
Epidermomycosis ; Epidermophytosis: See Myco- 
sis; Ringworm 
Epiglottis, carcinoma and lupus vulgaris of, 652 
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Epithelioma, 655 
adenoides cysticum with features of syrin- 
goma, *75 
anaplastic, of parotid gland region, 174 
arsenic as etiologic agent in certain types of; 
differential diagnosis from, and _ further 
studies regarding, superficial epithelioma- 


tosis and Bowen’s disease, *218 

basal cell, atrophic, arsenical; arsenical kera- 
toses, 322 

benign cystic, 653 

endothelioma capitus (turban tumors) ; naevo- 
epithelioma adenoides (Hoffman), 674 

moulage (exhibition of material and books), 
358 


multiple, and lupus vulgaris, 308 
multiple benign cystic, 168 
multiple superficial basal cell epithelioma, 971 
multiple, with xeroderma pigmentosum, 120 
of lower eyelid, results of treatment, 347 
prickle cell, of penis, 174 
superficial, 681 
superficial, or eruption due to drug, case for 
diagnosis, 512 
Epithelium, surface epithelium acting as foreign 
body, 931 
Epstein, N. N.: 
leukemia), 305 
Tuberculid, 310 
Ergosterol, calcium and phosphorus studies; 
effect of prophylactic and curative doses of 
standardized viosterol on human tissues; 
necropsy report of 13 cases showing no 
tissue damage, 475 
Ergot, experimental peripheral gangrene; effect 
of estrogenic substance in its relation to 
thrombo-angiitis obliterans, 929 
Eruptions: See under Arsphenamine ; 
thems ; Skin, diseases ; etc. 
Erysipelas, chronic, of nose, 523 
Erythema annulare centrifugum (Darier), case 
of, 
ease for diagnosis (pigmented dermatosis of 
face and erythema of hands and elbows), 


Lymphoblastoma (lymphatic 


Exan- 


984 

favorable influence of erythema on secondary 
syphilis; negativation of Bordet-Wasser- 
mann reaction, 932 

induratum, case for diagnosis, 309 

induratum or tuberculosis cutis, 147 

induratum; pernio and Bazin’s disease, 826 

multiforme, case for diagnosis, 979 

necessary distinction between erythema annu- 
lare centrifugum of Darier and erythema 
chronicum migrans of Afzelius-Lipschutz, 


nodosum and focal infection, 805 
nodosum and tuberculosis, 647 
nodosum, case for diagnosis, 330 
nodosum, influence of ultraviolet rays on, 844 
nodosum, involuting, followed by annular 
eruption of face, 536 
nodosum, with chronic disseminated pulmo- 
nary tuberculosis, 478 
Erythrocyanosis: See under Cyanosis 
Erythroderma exfoliativum acutum, case of, 647 
generalized, 962 
generalized, or mycosis fungoides, 157 
pityriasique en plaque disseminée (Brocq), 825 
Erythroplasia: See Penis 
Esophagus, spontaneous rupture in syphilis, 294 
Estrogenic Substance: See Hormones, sex 
Ethyl Iodide: See Iodine and Iodine Compounds 
Exanthems in sepsis with reference to that 
caused by pneumococci or by colon bacilli, 
813 


pustular bacterids of hand and feet, *837 
Excoriation, neurotic, 333 
Eyelash Dye: See under Dyes 
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nye, common disorders of skin of eyelids, 
927 


epithelioma of results of treatment, 347 
Spirochaeta morsus muris in eyelid of mouse, 
changes induced by, 938 
syphilitic chancre of internal angle, 645 
Eyes, syphilitic osteitis of frontoparietal bones 
in association with papillitis of left eye, 535 


Face, resistant dermatitis of left side of face of 
2% years’ duration, case for diagnosis, 539 
Farber, G. J.: Epidemic of ringworm due to 
Epidermophyton floccosum (inguinale), *62 
Fat: See Beef fat 
Favus: See Tinea favosa 
Feet, pityriasis rosea, report of case with lesions 
of palms and soles, *104 
pustular bacterids of hands and feet, *837 
pustular psoriasis of palms and soles, report 
of 4 cases, *90 
Feit, H.: Mal perforant and Charcot joint of 
ankle, 971 
Neurodermatitis follicularis acuminata (Ger- 
trud Wolf), 494 
Feldman, S.: Dermatitis medicamentosa (qui- 
nine), 515 
Keratoderma blennorrhagicum, 172 
Lichen planus (spinous lesions and atrophy), 
514 
Fever, is there connection between results of 
patch tests of Jadassohn and Bloch and 
fever and sweating? 298 
therapeutic, in dermatitis herpetiformis, *468 
Fibroma, cutaneous fibromatosis with sarcoma- 
tous degeneration, case of, 113 
dermatofibrosis lenticularis disseminata ; fibro- 
mas and atrophia maculosa cutis, 943 
multiple fibromatosis of skin due to frostbite, 
813 


Fibrosis, nodular subepidermal fibrosis (Michel- 
son), 128 
Filariasis, skin conditions found in Loa loa 
infections, 806 
Finnerud, C. W.: 
Sarcoid, 520 
Fistula auris congenita, 293 
Fluorescein, Therapy: See under Leprosy 
Fluorescence microscopy, 929 
porphyrin, source in mouth and on skin, 812 
Wood's light and ringworm of scalp, 806 
Foerster, H. R.: Mapharsen in treatment of 
syphilis; preliminary report, *868 
Foerster, O. H.: Mapharsen in treatment of 
syphilis; preliminary report, *868 
Folliculitis agminata parasitaria? 493 
barbae traumatica, *237 
capitis abscedens et suffodiers, 
9 


Lichen planus, 161 


Fonde, G. H.: Acrodermatitis chronica atrophi- 
cans of hands; stasis dermatitis; lingua 
geographica, 695 

Food Allergy: See under Anaphylaxis and 
Allergy ; and under names of various foods, 
as Eggs; Vanilla; etc. 

Foot ulcers; mal perforant and Charcot joint of 
ankle, 971 

Forehead, bandlike pigmentation on, 504 

Formula 281: See Nitrophenol 

Fossa Retromandibularis: See under Neck 

Fox, H.: Chronic serpiginous ulcerative pyo- 
derma, 955 

Erythroplasia, 357, 961, 977 

Exhibition of material and books, 358 

— erythroderma (myéosis fungoides), 
v 

Lichen planus bullosus, 975 
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Fox, H.—Continued 

Lichen planus confined to mouth, 150 

Lichen planus of 10 years’ duration, 355 

Lupus erythematosus with marked verrucous 
lesions of fingers, 974 

Nodular syphilid occurring during antisyphi- 
litic treatment, 947 

Poikiloderma? 975 

Pustular psoriasis, 956, 957 

Report on patient previously presented, 356 

Roentgen ray dermatitis treated by electro- 
desiccation with improvement, 984 

Tuberculosis cutis, 945, 47 


Frambesia, epidemiology of, *446 
inoculation of paralytic patients with, 812 


Frank, L. J.: Contact dermatitis due to beef 
fat, *629 
Fraser, J. F.: Case for diagnosis, 324 
Dermatitis due to heavy metal, 948 
Granuloma annulare? 941 
Report on case previously presented, 332 
Rosacea-like tuberculid, 983 


Frei’s Reaction: See Lymphogranuloma in- 


guinale 
Frostbite, multiple fibromafosis of skin due to, 
813 


Fungi: See also Blastomycosis ; Monilia; Myco- 

sis; Ringworm; Trichophytosis ; etc. 

autogenous fungus extracts in treatment of 
mycotic infections, *787 

complement fixation in fungous diseases, 813 

cultures on slices of cucumber; new natural 
culture medium for primary and passage 
cultures, 814 

effect of variation of ratios of dextrose to 
peptone on colonies of certain pathogenic 
fungi, *893 

influence of amount of culture medium “‘light”’ 
and quantity of inoculated material on 
growth of fungi, 812 

influence of hormones on growth of cutaneous 
fungi (hypomycetes and yeast), 112 

inhalations of ethyl iodide in fungous infec- 
tions, *551 

nomenclature of fungus diseases of skin, $26 

Pityrosporum ovalis as causative agent of 
seborrheic dermatitis, 477 

Fungicides, mycostatic studies on certain Mo- 

niliae and related fungi, *49 


Furunculosis, inhibitory action of antivirus and 
use of antivirus therapy in, 935 


Gammel, J. A.: Excretion of mercury afier 
clinical intramuscular and intravenous in- 
jections, *1 

Ganglionectomy: See Sympathectomy 

Gangrene, dermatitis gangrenosa complicating 
diabetes, 803 

experimental peripheral gangrene: 
estrogenic substance in its 
thrombo-angiitis obliterans, 929 


Garner, V. C.: Case for diagnosis 539, 829 


Gaul, L. E.: Clinical spectroscopy ; advantages 
and physical principles of spectrograph and 
technic in taking specimen for biospectro- 
metric analysis, *385 

Clinical spectroscopy; quantitative distribu- 
tion of gold in body or its physiopathologic 
retention as reciprocal of capillary system, 
*768 

Clinical spectroscopy; quantitative distribu- 
tion of silver in body or its physiopathologic 
po a as reciprocal of capillary system, 


Genitals, genitosclerodermic syndrome and cata- 
ract (Rothmund’s disease), 646 
ulcerative granuloma of pudenda treated with 
intravenous injections of tartar emetic 
(antimony and potassium tartrate) and 
dusting powder containing mild mercurous 
chloride and antimony oxide; necrotic 
colitis ; death, 297 


effect of 
relation to 
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Gentian violet, mycostatic studies on certain 


Moniliae and related fungi, *49 
Gilchristia Dermatitidis: See Blastomyces 
Gilman, R. L.: Case for diagnosis, 140 
Involuting erythema nodosum followed by 
annular eruption of face, 537 
Lupus erythematosus with involvement of con- 
junctivae, 818 
Gilmour, A. J.: Erythema nodosum? 330 
Ginsberg, J. E.: Acid in blood as cause of dis- 
eases of skin, *464 
Ginsburg, L.: Rhinophyma in woman, *468 
Glomus Tumors: See Angioneuromyoma 
Glossitis: See Tongue, inflammation 
Glycerogelatin dressing, formula for, *290 
Goeckerman, W. H.: Kaposi’s_ varicelliform 
eruption, report of case, *59 
Gold: See also under names of various diseases 
clinical spectroscopy ; quantitative distribution 
of gold in body or its physiopathologic 
retention as reciprocal of capillary system, 
*768 
lichen planus of mucous membrane of mouth 
following therapeutic use of gold prepara- 
tion, 809 
salts, lupus erythematosus ; leukocyte reaction 
to gold salts; tuberculous medium, 480 
salts, renal lesions produced by, 931 
Goldberg, L. C.: Disseminate discoid 
erythematosus, 341 
Idiopathic hemorrhagic sarcoma of Kaposi, 
340 


lupus 


Goldstein, L.: Multiple benign tumor-like new 
growths of skin (Schweninger-Buzzi type) ; 
lupus erythematosus, 828 

Goldstein’s Disease: See Telangiectasis 


Gomez-Vega, P.: Mycostatic studies on certain 
Moniliae and related fungi, *49 


—* keratoderma blennorrhagicum, 134, 
17 


Goodman, H.: Another single puncture method 
of testing with allergens, *923 
Eyelash dye; ill effects and some problems 
evoked by them, *258 
Lotio alba (historical query), *801 
Skin reactions to combinations of 2 toilet 
articles neither of which alone caused irri- 
tation, *632 
Goodman, J., Jr.: Xanthoma tuberosum; report 
of familial occurrence with probable cardiac 
lesions, *377 


Gougerot-Blum syndrome; purpuric pigmented 
lichenoid dermatitis, *707 
Graham, T. N.: Generalized pustular psoriasis ; 
report of case, *208 
Granulocytopenia: See Angina, agranulocytic 
Granuloma annulare, 511, 686, 941 
Coccidioidal: See Coccidioides 
fungoides, 535 
fungoides cleared by hot air therapy, 699 
ulcerative, of pudenda treated with intra- 
venous injections of tartar emetic (antimony 
and potassium tartrate) and dusting powder 
containing mild mercurous chloride and 
antimony oxide; necrotic colitis; death, 297 
Grass, meadow grass dermatitis (dermatitis 
bullosa striata pratensis), *616 
Grauer, R. C.: Use of autogenous fungus ex- 
— in treatment of mycotic infections, 
= 


Greenbaum, S. S.: 

pathy, 815 

Acrodermatitis chronica atrophicans, 815 

Case for diagnosis, 817 

Early stage of primary epidermoid carci- 
noma, 143 

Folliculitis barbae traumatica, *237 

Lupus erythematosus and effects of oral 
administration of gold preparation, 816 


Acrocyanosis: endocrino- 
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Greenbaum, S. S.—Continued 
Lupus erythematosus disseminatus, 823 
Sarcoidosis (Boeck or Besnier-Boeck dis- 
ease), 820 
Striae atrophicae after loss of weight, 822 


Syphilitic osteitis of frontoparietal bones in. 


association with papillitis of left eye, 535 
Xanthomatosis (Schiiller-Christian syn- 
drome), 345 

Greenburg, W.: 
skin, 

Greenhouse, C. A.: 
513 


Factors affecting color of 
Lichen planus ocreaformis, 


Gross, P.: Lichen planus following arsphen- 
amine therapy, 490 
Necrobiosis lipoidica diabeticorum, 491 
Poikiloderma, 508 
Sarcoid, 506 
Gruhzit, O. M.: Mapharsen (“‘arsenoxide’’) in 
therapy of experimental syphilis and try- 
panosomiasis, *848 
Grund, J. L.: Exclusion of neurosyphilis by 
means of Hinton reaction of blood, *569 
Gumma of right tibia, 129 
vs. carcinoma of tongue, 697 


Haberman’s complex (dermatitis herpetiformis), 
142 


Disease: See Pityriasis lichenoides et vario- 
liformis acuta 
Hair, monilethrix, 478 
removal; epilation and pain, *632 
removal; simplified method for measuring 
scalp previous to roentgen epilation, *631 
removal; 2 examples of roentgen ray epila- 
tion, 115 
resistance to breaking of human hair, 299 
superfluous ; hirsuties, 141 
superfluous; pituitary basophilism (Cushing) 
with typical changes in skin (plethora, 
adiposity, purpuric striae atrophicae, acro- 
cyanosis and hirsutism), 940 
superfluous; relation of adrenal glands to 
hypertrichosis; results of irradiation of 
adrenals and review of literature, *580 
trichorrhexis nodosa, 144, 959 
Hands, lichen planus with palmar lesions, 173 
pityriasis rosea, report of case with lesions 
of palms and soles, *104 
pustular bacterids of hands and feet, *837 
pustular psoriasis of palms and soles, report 
of 4 cases, *90 
Hansen’s Disease: 
Hanzlik, P. J.: 


See Leprosy 
Modified composition of iodo- 
bismitol ; results on local irritation, *284 
Harris, W.: Anaplastic epithelioma of parotid 
gland region, 174 
Melanoma, 174 
Prickle cell epithelioma of penis, 174 
Hasley, C. K.: Cystic acne, 146 
Hatband as cause of bandlike pigmentation of 
forehead, 504 
Haynes, H. A., Jr.: Value of intradermal in- 
jection of serum as diagnostic test for 
lymphogranuloma inguinale, *795 
Head, bullous eruption of skin of one half of 
body following injury to head, 114 
Heart; electrocardiographic changes following 
administration of potassium iodid in syph- 
ilitic heart disease, 803 
familial occurrence of xanthoma tuberosum 
with probable cardiac lesions, *377 
Hedge, H. M.: Leishmaniasis, 530 
Hendricks, G.: Mapharsen (“‘arsenoxide’’) in 
therapy of experimental syphilis and try- 
panosomiasis, *848 
Hepatitis: See Jaundice; Liver, diseases 
Herpes gestationis, 530 
immunity in man, 482 
vaccination for, *106 
zoster; bilateral ophthalmic zona, 932 
zoster, extensive, with changes in spinal fluid 
in case of secondary syphilis, 301 
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Herpes—Continued 
zoster, relationship between varicella and 
herpes zoster, 479, 814 
Hidradenitis: See under Sweat and Sweat 
Glands 
ae W.: Evolution of atopic dermatitis, 
Hinton Reaction: See Syphilis 
Hip joint; lymphogranuloma inguinale; report 
of case with involvement of retroperitoneal 
lymph nodes and probable involvement of 
hip joint, adrenals and kidneys, with 
autopsy, *196 
Hirsutism: See Hair 
Hollander, L.: Aerated shoes, *107 
=" syphilitic alopecia; report of case, 


Hopf, G.: Injurious effects of sodium chloride 
and their prevention, *739 

H6pital Saint-Louis; historical sketch, *563 

> J. G.: Chronic ulcerative pyoderma, 


Lupus erythematosus or lichen planus, 982 
Pituitary basophilism (Cushing) with typical 
changes in skin (plethora, adiposity, pur- 
puric striae atrophicae, acrocyanosis and 
hirsutism), 940 
Urticaria pigmentosa (vesicular), 959 
Hormones: See also under Endocrine Glands 
influence of hormones on growth of cutaneous 
fungi (hypomycetes and yeast), 112 
sex; estrogenic substance in blood of patients 
with acne, *560 
sex; experimental peripheral gangrene; ef- 
fect of estrogenic substance in its relation 
to thrombo-angiitis obliterans, 929 
Howard, R. I.: Excretion of mercury after 
clinical intramuscular and intravenous in- 
jections, *1 
Hunter, R. J.: Rhinoscleroma? 701 
Hyacinth bulbs, dermatitis due to, *289 
Hyperhidrosis: See under Sweat and Sweat 
Glands 
Hypernephroma, unusual eruption resembling 
parasitic eczema and healing with pig- 
mentation developing in course of treat- 
ment of syphilis complicated by hyper- 
nephroma, 810 
Hyperpyrexia: See Fever 
Hypertrichosis: See Hair, superfluous 
Hypomycetes: See Fungi; Mycosis 
Hypophysis: See Pituitary Body 


Icterus: See Jaundice 
Ichthyosis, di-nitrophenol in, *466 
of body; tinea of scalp, 1 
Imhof, R. E.: Case for diagnosis, 140 
Impetigo contagiosa; staphylogenous impetigo 
contagiosa, 935 
neonatorum, care and prevention, 476 
neonatorum, treatment of epidemic pemphigus 
of new-born by application of silver nitrate 
and ultraviolet radiation (method of Huld- 
chinsky), 646 
Industrial Diseases: See Occupational Diseases 
Infection, focal, and erythema nodosum, 805 
focal, as factor in pustular bacterids of 
hands and feet, *837 
focal, occurrence and treatment of eczema 
from standpoint of, 11% 
Ingels, A. E.: Epithelioma adenoides cysti- 
cum with features of syringoma, *75 
Lupus erythematosus resistant to therapy 
with gold, but responding to treatment 
with bismuth preparation, 311, 987 
Lymphosarcoma, 306 
Tuberculosis luposa cutis, 989 
Insanity; temporary psychosis due to injection 
of salvarsan, 113 
Intervertebral Disks: See Spine 
Iodine and Iodine Compounds; eruption due to 
bromide or iodide, 123 
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Iodine and Iodine Compounds—Continued 
inhalations of ethyl iodide in fungus infec- 
tions, *551 
in therapy of syphilis; discussion of -its re- 
lationship to lipoids, *404 
Iodobismitol: See also under names of various 
diseases 
modified composition ; 
tation, *284 
Irby, F. L.: Contact dermatitis due to crude 
petroleum, *573 
Itch; acarophobia, 149 
Baker’s: See under Baker’s Itch 


results on local irri- 


Jadassohn-Bloch Test: See Anaphylaxis and 
Allergy 
Jamieson, R. C.: Allergic dermatitis, 334 
Case for diagnosis, 147, 337 . 
Case of anomalous pigmentation, 335 
Generalized dermatitis of eczematoid type, 
possibly on allergic basis, 334 
Neurotic excoriations, 333 
Psoriasis, fungous infection or endocrine dis- 
turbance, case for diagnosis, 148 
Jankelson, I. R.: Treatment of arsenical 
hepatitis with sodium dehydrocholate; ex- 
perimental and clinical studies in cases of 
arsphenamine poisoning, *422 
Jaundice following treatment with neoarsphen- 
amine, clinical studies, *431 
nonfatal jaundice associated with arsphen- 
amine therapy; clinicopathologic study of 
2 cases, *750 
treatment of arsenical hepatitis with sodium 
dehydrocholate; experimental and clinical 
studies in cases of arsphenamine poison- 
ing, *422 
Johnson, D. W.: 
bulbs, *289 
Jordan, J. W.: 
with arsphenamine therapy ; 
logic study of 2 cases, *750 
Juxta-Articular Nodes: See under Nodes 


Dermatitis due to hyacinth 


Nonfatal jaundice associated 
clinicopatho- 


Kahn, B. L.; Acrodermatitis chronica atrophi- 
cans, 815 
Lupus erythematosus and effects of oral ad- 
ministration of gold preparation, 816 
Xanthomatosis (Schiiller-Christian 
drome), 345 
Kahn Reaction: See Syphilis 
Kala-Azar: See Leishmaniasis 
Kaposi’s Disease: See Xeroderma pigmento- 
sum 
Sarcoma: See Sarcoma, Kaposi’s 
Varicelliform Eruption: See Pyoderma 
Katz, S.: Early stage of primary epidermoid 
carcinoma, 143 
S. M.: Generalized erythroderma, 
96 


syn- 


Keim, H. L.: Case of erythema induratum 
(tuberculosis cutis), 147 
Keining, E.: Injurious effects of sodium chlo- 
ride and their prevention, *739 
Keloid of tip of tongue of trumpet-player, 481 
Keratin, chemistry of human epidermis; amino- 
acid content of stratum corneum and its 
comparison to other human keratins, 63° 
Keratoderma; Keratoma: See Ichthyosis; Ker- 
atosis 
Keratosis: See also Ichthyosis 
arsenical; epithelioma (basal cell, atrophic, 
arsenical), 322 
arsenical keratoses and carcinomas, 927 
arsenical; psoriasis and dermatitis exfoli- 
ativa, 485 
chronic arsenical, and pigmentation; Bowen’s 
disease, 313 
follicularis (Darier’s disease), 
with verruca plana, 338 
— or atypical lupus erythematosus, 


associated 


keratoderma blennorrhagicum, 134, 172 


Keratosis—Continued 
keratoma plantare sulcatum (Castellani), 807 
palmaris et plantaris, 484 
palmaris et plantaris (arsenical), 136 
porokeratosis Mibelli, 115 
Kesten, B. M.: Actinomycosis, 503 
Pustular psoriasis, 502 
Kidneys, clinical syphilitic nephropathies, 803 
lesions produced by gold salts, 931 
lymphogranuloma inguinale; report of case 
with involvement of retroperitoneal lymph 
nodes and probable involvement of hip 
Lorry adrenals and kidneys, with autopsy, 


Kile, R. L.: Unusual phenolphthalein eruption; 
report of case, *915 
King, A. D.: Bilateral tuberculosis of axillae 
(tuberculosis colliquativa?), 816 
Keratosis follicularis (Darier’s disease), as- 
sociated with verruca plana, 338 
Klauder, J. V.: Darier’s disease or atypical 
lupus erythematosus? 339 
Granuloma fungoides, 535 
Lupus vulgaris, 538 
Milroy’s disease with onychauxis and ony- 
chogryphosis, 344 
Sarcoid, 818 
Knowles, F. C.: 
fungoides, 14 
Roentgen dermatitis, 137 
Kooyman, D. J.: State and localization of 
inorganic salts in skin as revealed by 
extraction and micro-incineration, *394 
Krajian, A. A.: Rapid method of staining 
Spirochaeta pallida in single sections of 
tissue, *764 


Premycotic stage of mycosis 


Labia Majora: See Vulva 


Lacquers, sensitization of guinea-pigs to Rhus 
vernicifera and to Japanese and Chinese 
lacquers, 649 

= G.: Dermatitis due to roentgen rays, 


Epidermolysis bullosa, 664 
Pemphigus, 662 
Schamberg’s disease, 652 
Xanthoma tuberosum; report of familial oc- 
= with probable cardiac lesions, 
‘ 
Larva Migrans: See Creeping Eruption 
Lashinsky, I. M.: Eruption due to drug or 
— epithelioma, case for diagnosis, 


Lymphogranuloma inguinale, 516 
Xanthoma tuberosum multiplex, 510 
oa: T. K.: Serpiginous ulcers (chronic), 


Lawrence, H.: Pathogenicity of Demodex fol- 
liculorum in man, *633 
Laymon, C. W.: Purpuric pigmented lichenoid 
dermatitis, *707 
ate ss of life of spirochete of syphilis 
n, K 
Leiomyosarcoma : 
Leishmaniasis, 530 
cutaneous, as natural infection of dog in 
India, 297 
cutaneous, lupoid variety of, 642 
studies on kala-azar; leishmania in nasal 
and oral secretions of patients and bear- 
po of finding on transmission of disease, 


See Sarcoma 


Lentigo: See Nevi 
Leprosy, 668, 961 
Aden and its leprosy problem, 479 
bacilli: note on staining of Mycobacterium 
leprae in tissue sections, 297 
chaulmoogra oil in, 808 
chaulmoogra treatment in early cases, re- 
sults of, 808 
clinic and control of leprosy, 931 
complement-fixation tests, 934 
ethyl esters of “‘Pongamia glabra’’ in, 808 
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Leprosy—Continued 
examination of bone marrow for M. leprae, 


809 
gastric secretions of patients with leprosy, 
936 


in India and Ceylon, 808 
M. H. H. sero-chemical reaction for, 647 
relationship of skin and nerve leprosy, 640 
use of fluorescein in lepra reaction, 807 
Leukemia cutis, cases for diagnosis, 329 
cutis, circumscribed, 144 
lymphatic, or lymphoblastoma, 305 
Leukemid: See Leukemia, lymphatic 
Leukocytes, lupus erythematous; leukocyte re- 
action to antisyphilitic drugs; syphilitic 
medium, 480 
lupus erythematosus; leukocyte reaction to 
gold salts; tuberculous medium, 480 
reaction, treatment of lupus erythematosus 
guided by leukocyte reaction; mixed medi- 
um; third condition of activity of specific 


drugs, 480 
Leukoderma: See Vitiligo 
See Nails 


Leukonychia : 
Levin, E. A.: Two cases of chancroids with 
bubo and positive intracutaneous test, 486 
Levin, 0. L.: Psoriasis with bullae; report 
of case, *718 
Levine, B.: Case for diagnosis, 487 
Lewis, G. M.: Tuberculosis cutis, 495 
Lichen; lichenoid eruption in arsenic-resistant 
patient treated with bismuth; bismutho- 
resistance, 479 
nitidus, 310, 503, 688 
nitidus, generalized, cured by tuberculin, 645 
obtusus corneus or prurigo nodularis, 309 
planus, 161, 524 
planus and lichen planus nodularis of lower 
extremities, 323 
planus and lichen spinulosus following anti- 
syphilitic treatment, 318 
planus atrophicus, 817 
planus bullosus, 975 
planus bullosus, case of, 336 
planus, case for diagnosis (tertiary syphilis ; 
tuberculosis; lichen planus-like lesions on 
wrist), 327 
planus complicated by involvement of nails; 
pityriasis rosea coincident with lichen 
planus, 139 
planus confined to mouth, 150 
planus following arsphenamine therapy, 490 
planus hypertrophicus or Kaposi’s sarcoma? 
126 
planus ocreaformis, 513 
planus of mucous membrane of mouth fol- 
lowing therapeutic use of gold preparation, 
809 


planus of nails, 933 

planus of 10 years, duration, 355 

planus, or pityriasis lichenoides et varioli- 
formis acuta, case for diagnosis, 509 

planus, spinous lesions and atrophy, 514 

planus with palmar kesions, 173 

sclerosus, 519 

scrofulosorum ; lupus erythematosus, 486 

scrofulosorum of trunk; scrofuloderma of 
right hand, 534 

spinulosus, alopecia atrophicans (pseudo- 
pelade) preceded by lichen spinulosus, 343 

spinulosus and lichen planus following anti- 
syphilitic treatment, 318 

Light, influence of amount of culture medium 

“light” and quantity of inoculated material 
on growth of fungi, 812 

pigmentation of nails due to action of light 
following impregnation with mercury, 299 

toxicity, dermatitis actinica, 663 

toxicity ; eczema solare, *290 

toxicity; ointment for preventing sunburn, 
291 


toxicity ; sensitization to light and varicella, 
111 


Lindsay, H. C. L.: Aecnitis, acne varioliformis 
or scleroderma, 125 
Psoriasis accompanied by scars as result of 
treatment by caustic acid, 321 


Lindsay, W. D.: Mapharsen (‘‘arsenoxide”’) in 
therapy of experimental syphilis and trypa- 
nosomiasis, *848 

Lingua: See Tongue 

Lipids: See Lipoids 

Lipoids, effect of roentgen rays on lipids of 
epidermis, *69 

necrobiosis lipoidica diabeticorum, 491 
réle of iodine in therapy of syphilis; dis- 
cussion of its relationship to lipoids, *404 
Lipoma, cutis verticis gyrata or lipoma? 688 
lipoid tumors, 473 
Lips, cheilitis exfoliativa et glandularis, 813 
lupus erythematosus of, 133, 160 
recurrent lymphangitis of, 489 
round-cell, spindle-cell and neurogenic sar- 
coma of lip, 474 
tar cancer of lip in fishermen, 930 

Lip-stick dermatitis, *726 

Liver, cirrhosis; atypical diffuse scleroderma 
with Osler’s syndrome and hepatic dysfunc- 
tion, 112 

cirrhosis; relationship between antisyphilitic 
treatment and toxic cirrhosis, 110 

diseases ; treatment of arsenical hepatitis with 
sodium dehydrocholate; experimental and 
clinical studies in cases of arsphenamine 
poisoning, *422 

Loa Loa: See Filariasis 

Lotio alba, historical query, *801 

Lounsberry, C. R.: Reproduction of pathologic 
specimens in dermatologic practice by mak- 
ing wax moulages, *735 

Lowenfish, F. P.: Lichen nitidus, 503 

Ludy, J. B.: Acanthosis nigricans, 825 

Acrodermatitis chronica atrophicans, 825 

Acrodermatitis chronica atrophicans (Schwen- 
inger-Buzzi atrophy), 825 

Cutaneous neuroma, 827 

— bullosa in brother and sister, 


Erythrodermie pityriasique en plaque dissemi- 
née (Brocq), 825 
Pernio and Bazin’s disease, 826 
Purpura annularis telangiectodes, 824 
Scleroderma, 826 
Lumbar Puncture: See Spinal puncture 
Lungs, does positive Wassermann reaction occur 
occasionally in febrile pulmonary condi- 
tions? 814 
Lunsford, C. J.: 
Pseudo-atrophoderma colli 
phy), 315 
Lupoid: See Sarcoid 
Lupus: See also Tuberculosis 
carcinoma and lupus sarcoma, 649 
erythematosus, 693 
erythematosus and effects of oral administra- 
tion of a gold preparation, 816 
ae atypical, or Darier’s disease? 


Case for diagnosis, 990 
(idiopathic atro- 


erythematosus, case for diagnosis, 942 
erythematosus, disseminate discoid, 341 
erythematosus disseminatus, 327, 504, 823 
erythematosus, etiology of, 809 
erythematosus; leukocyte reaction to anti- 
syphilitic drugs; syphilitic medium, 480 
erythematosus; leukocyte reaction to gold 
salts; tuberculous medium, 480 
erythematosus; lichen scrofulosorum, 486 
erythematosus, multiple benign tumor-like new 
growths of skin (Schweninger-Buzzi type) ; 
lupus erythematosus, 828 
erythematosus of lip, 133, 160 
erythematosus or lichen planus? 982 
erythematosus; papulonecrotic tuberculid, 692 
erythematosus; recent papulonecrotic tuber- 
culids of scalp, 645 
erythematosus resistant to gold therapy, but 
responding to bismuth, 311, 987 
erythematosus, transition sarcoid; lupus ery- 
thematosus vs. sarcoid vs. angiolupoid, 694 
erythematosus, treatment guided by leukocyte 
reaction ; mixed medium; third condition of 
activity of specific drugs, 480 
erythematosus, treatment with bismuth, 112 
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Lupus—Continued 
erythematosus with aberrant histologic picture, 
982 
erythematosus with involvement of conjunc- 
tivae, 818 
erythematosus with marked verrucous lesions 
of fingers, 974 
lupoid variety of cutaneous leishmaniasis, 642 
miliaris disseminatus faciei, case for diag- 
nosis, 986 
pernio and Bazin’s disease, 826 
pernio, simultaneous development of lupus 
pernio and lupus vulgaris, etiology of lupus 
pernio, 111 
serpiginosus with elevhantiasis, 830 
vulgaris, 344, 533, 538, 653, 698, 830 
vulgaris and carcinoma of epiglottis, 652 
vulgaris and multiple epitheliomas, 308 
vulgaris (report on case of molluscum con- 
tagiosum), 503 
vulgaris, sarcoma in, 116 
vulgaris, simultaneous development of lupus 
pernio and lupus vulgaris, etiology of lupus 
pernio, 111 
vulgaris, treatment with soft roentgen rays 
(grenz rays), 111 
Lymph Nodes, epitrochlear ‘adenopathy in secon- 
dary syphilis, *746 
etiology of strumous bubo; (tuberculous in- 
guinal adenitis simulating lymphogranuloma 
inguinale), 117 
lymphogranuloma inguinale; report of case 
with involvement of retroperitoneal lymph 
nodes and probable involvement of hip joint, 
adrenals and kidneys, with autopsy, *196 
periadenitis mucosa necrotica recurrens, 500 
periadenitis mucosa necrotica recurrens (ulcus 
vulvae acutum with oral lesions), 119 
Lymphadenosis: See Leukemia, lymphatic, 
Lymphangioma, 307 
Lymphangitis, recurrent, of upper lip, 489 
Lymphoblastoma: See also Lymphogranuloma ; 
Mycosis 
Lymphoblastoma, 164, 304 
or lymphatic leukemia? 305 
Lymphogranuloma Inguinale, 516 
agranulocytosis due to arsphenamine arising 
from treatment of Nicolas-Favre disease, 
938 
elephantiasis of penis and scrotum, a sequel 
of lymphogranuloma inguinale, *86 
etiology of strumous bubo; tuberculous in- 
guinal adenitis simulating lymphogranuloma 
inguinale, 117 
experimental transmission to guinea-pigs, 931 
in its relation to stricture of rectum, 475 
new immunologic reaction for diagnosis, 112 
report of case with involvement of retroperi- 
toneal lymph nodes and probable involve- 
ment of hip joint, adrenals and kidneys, 
with autopsy, *196 
substitution of blood serum for Frei antigen, 
795 
syphilis of penis associated with, 169 
treatment of Nicolas-Favre disease with tri- 
valent antimony injected intramuscularly, 
933 
value of intradermal injection of serum as 
diagnostic test for, *795 
with rectal manifestation in child, 474 
Lymphosarcoma, 306 
Lynch, F. W.: Systematized amyloidosis of skin 
and muscles, *363 
McCarthy, F. P.: Dermatitis due to arsphen- 
amine, 667 
Tuberculid, 662 
MacDonald, W. J.: 
lower lip, 133 
Machacek, G. F.: 
sitaria? 493 
Necrobiosis lipoidica diabeticorum, 491 
Pustular bacterids of hands and feet, *837 
McIntosh, R. L.: Mapharsen in treatment of 
syphilis; preliminary report, *868 


Lupus erythematosus of 


Folliculitis agminata para- 
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MacKee, G. M.: Early stage of Raynaud’s dis- 
ease, 979 
Leprosy, 961 
Lupus erythematosus disseminatus? 942 
Malignant syphilis, 944 
Pigmented dermatosis of face and erythema of 
hands and elbows, 984 
Madden, J. F.: Case for diagnosis, 532 
Herpes gestationis, 530 
Nevus in form of cutis verticis gyrata, 534 
Pustular psoriasis, 531 
Scrofuloderma of right hand; lichen scrofulo- 
sorum of trunk, 534 
Maisel, F. E.: Nickel dermatitis, 170 
Majocchi’s Disease: See Purpura annularis 
telangiectodes 
Mal Perforant: See Foot, ulcers 
Maloney, E. R.: Angioma of penis, 349 
Chronic serpiginous ulcerative pyoderma, 955 
Erythroplasia, 961 
Multiple nevi of various types, 158 
Nodular syphilid occurring during antisyphi- 
litic treatment, 947 
Pustular psoriasis, 956, 957 
Tuberculosis cutis, 945, 947 
Mapharsen (‘‘arsenoxide’’) in therapy of experi- 
mental syphilis and trypanosomiasis, *848 
in treatment of syphilis; preliminary report, 
*868 
Markowitz, M.: Xeroderma pigmentosum, 343 
Marriage and syphilis, 638 
Melanin; melanotic nevus, 669 
Pigmentation: See Pigmentation 
Melanocarcinoma, metastatic, with apparent re- 
covery, 294 
Melanoma, 174 
melanotic neoplasms of skin, 293 
Melanosarcoma or neurofibromatosis? 126 
Melanosis: See Pigmentation 
Mental diseases; psychosis associated with ad- 
ministration of tryparsamide, 638 
Mercer, S. T.: Epidemic of ringworm due to 
Epidermophyton floccosum (ingninale), *62 
Mercury: See also under names of various 
diseases 
excretion after clinical intramuscular and 
intravenous injections, *1 
inunctions, *242 
pigmentation of nails due to action of light 
following impregnation with mercury, 299 
Meta-Amino-Para-Hydroxyphenylarsine Oxide: 
See Mapharsen 
Metals, clinical spectrography; advantages and 
physical principles of spectrograph and 
technic in taking specimen for biospectro- 
metric analysis, *385 
dermatitis due to heavy metal, 948 
Metasyphilis: See Syphilis, congenital 
Methyl violet, mycostatic studies on certain 
Moniliae and related fungi, *49 
Michelson, H. E.: Lupus vulgaris, 533 
Primary complex of tuberculosis of skin; re- 
view of literature, *589 
Purpuric pigmented lichenoid dermatitis, *707 
ee amyloidosis of skin and muscles, 
63 
Microscopy, fluorescence, 929 
Microsporon, infection of scalp due to Micro- 
sporon; psoriasiform lesions of face, neck 
and hands, 166 
Microsporosis; ringworm of scalp: curability, 
without depilatory measures, of infections 
caused by “animal’’ microsporons, 637 
Milia, cutaneous, 811 
Milk, intracutaneous reactions with egg white, 
egg yolk and cow’s milk, 936 
Milroy’s Disease: See Edema, hereditary 
— G.: Keratosis palmaris et plantaris, 


Mississippi Valley Dermatological Association, 
meeting, 470 

_— J.H.: Hemorrhagic sarcoma of Kaposi, 
16 


Infection of scalp due to Microsporon; pso- 
riasiform lesions of face, neck and hands, 
166 
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Mitchell, J. H.—Continued 
Pediculosis from mink coat, 680 
Syphilis (congenital) with alopecia, 525 
Molds: See Fungi 
Moles: See Nevi 
Molitch, M.: Di-nitrophenol in treatment of 
ichthyosis, *466 
Molluscum contagiosum, report on case, 503 
Monilethrix: See under Hair 
Monilia; mycostatic studies on certain Moni- 
liae and related fungi, *49 
Montgomery, A. H.: Acrodermatitis chronica 
atrophicans, 968 
Purpura annularis telangiectodes? 961 
Montgomery, H.: Arsenic as etiologic agent 
in certain types of epithelioma; differential 
diagnosis from, and further studies regard- 
ing, superficial epitheliomatosis and 
Bowen’s disease, *218 
Montgomery, O. F.: Case for diagnosis, 309 
Moon-Adams, 8S. D.: Psoriasis? 968 
Morphea: See also Scleroderma 
erythrodermie pityriasique en plaque dis- 
seminée (Brocq), 825 
roentgen therapy, 981 
with histologic picture of tuberculoid, 953 
Moulages; reproduction of pathologic specimens 
in dermatologic practice by making wax 
moulages, *735 
Mouth: See also Angina, agranulocytic; 
Stomatitis; etc. 
cancer; comparison of apparent end results 
in relation to length of follow-up,’ 473 
lichen planus confined to, 150 
lichen planus of mucous membrane of mouth 
following therapeutic use of gold prepa- 
ration, 809 
pemphigus of oral mucosa, 159 
source of porphyrin fluorescence in mouth 
and on skin, 812 
uleus vulvae acutum with oral lesions (peri- 
adenitis mucosa necrotica recurrens), 119 
Mucous Membranes: See also Bladder; Mouth; 
Rectum; etc. 
= reactions with reference to eczema, 


unusual septic exanthem of skin and mucous 
membranes: differentiation from ‘“‘local’’ 
agranulocytosis, 939 
Muir, K. B.: Calcinosis, 684 
Muller, J.: Epithelioma? 655 
Munson, H. G.: Roentgen dermatitis, 137 
Mycobacterium Leprae: See under Leprosy 
Mycosis: See also Actinomycosis; Blastomy- 
cosis; Ringworm ; etc. 
acladiosis and paracladiosis, 806 
case for diagnosis (psoriasis, fungous infec- 
tion, endocrine disturbance?), 148 
case for diagnosis (pustular psoriasis or 
dermatophytosis?), 980 
dermatophytosis with ‘‘ids” (seborrheic 
psoriasis?), 337 
epidemic of ringworm due to Epidermophyton 
floccosum (inguinale), *62 
fungoides, 659 
fungoides, case for diagnosis, 324, 332, 955 
fungoides, etiologic treatment, 300 
fungoides, generalized erythroderma, 157 
— or eruption due to phenolphthalein? 


fungoides, premycotic stage, 141 

fungoides, report on patient previously pre- 
sented, 356 

mycostatic studies on certain Moniliae and 
related fungi, *49 

relationship between trichophytosis and epi- 
dermophytosis, 481 

treatment, of dermatophytosis with tricho- 
phytin, *413 

treatment of epidermophyton infection, 642 

use of autogeneous fungus extracts in treat- 
ment of mycotic infections, *787 

Myers, C. N.: Unusual cutaneous symptoms 

associated with retention of arsenic, *181 


Nails, leukonychia totalis; report of case, *761 
lichen planus, 933 
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Nails—Continued 
lichen planus complicated by involvement of 
nails; pityriasis rosea coincident’ with 
lichen planus, 139 
Milroy’s disease with onychauxis and ony- 
chogryphosis, 344 
pachyonychia congenita, *370, 501 
partial separation of nails in erythrocyanosis 
of hands, 481 
pigmentation due to action of light following 
impregnation with mercury, 299 
Neck, formation of stones in left nervus auric- 
ularis magnus associated with anesthetic 
zone in fossa retromandibularis, 811 
Necrobiosis lipoidica diabeticorum, 491 
Neoarsphenamine: See Arsphenamine 
Neoplasms, Malignant: See Cancer; Sarcoma; 
etc. 
Nerves, auricular; formation of stones in left 
nervus auricularis magnus associated with 
anesthetic zone in fossa retromandibularis, 


optic; use of tryparsamide in treatment of 
tabetic optic atrophy, 644 
Nervous System, Syphilis: See Syphilis 
Neuraxitis: See Encephalitis 
Neuritis, optic; ocular reactions due to ars- 
phenamines, 637 
Neurodermatitis disseminatus, experiments in 
silk hypersentivity and inhalation of aller- 
gen in atopic dermatitis (neurodermatitis 
disseminatus), 476 
evolution of atopic dermatitis, *451 
follicularis acuminata (Gertrud Wolf), 494 
Recklinghausen’s disease, 


Recklinghausen’s disease or melanosarcoma? 
126 


Neuroma, cutaneous, 827 
Neurosis; neurotic excoriations, 333 
Neurosyphilis: See Syphilis 
Neurotic excoriations, 333 
Neustaedter, T.: Estrogenic substance in blood 
of patients with acne, *560 
Nevi: See also Angioma 
endothelioma capitis (turban tumors) ; naevo- 
epithelioma adenoides (Hoffman), 674 
in form of cutis verticis gyrata, 534 
melanotic, 669 
multiple concentric pigmented nevi, 349 
multiple, of various types, 158 
naevus pigmentosus with unusual features, 
980 


naevus syringocystadenomatosus papilliferus, 
299 


naevus unilateralis comedonicus, 680 
peculiar intradermoid adenoid nevus system- 
atically arranged on right leg, 936 
Nevo-epithelioma adenoids, 674 
Nickel dermatitis, 170, 476 
Nicolas-Favre Disease: See Lymphogranuloma 
Inguinale 
Niles, H. D.: Relation of adrenal glands to 
hypertrichosis; results of irradiation of 
adrenals and review of literature, *580 
Nitrophenol, di-nitrophenol in treatment of 
ichthyosis, *466 
urticaria, edema and _ purpura following 
small doses of di-nitrophenol; report of 
case, *288 
Nodes, juxta-articular, 675 
juxta-articular, and tuberculosis, 646 
Nomenclature of fungous diseases of skin, 926 
Nomland, R.: Bowen’s disease of penis, 685 
— electrode in bipolar diathermy, 
*8 


Infection of scalp due to Microsporon; 
psoriasiform lesions of face, neck and 
hands, 166 

Macular atrophy and secondary syphilis, 677 

Pyrex bottles for sterile solutions, *291 

Sarcoma, 522 

Searching for blastomyces, *923 

Simplified method for measuring scalp pre- 
vious to roentgen epilation, *631 

Tularemia, 676 

Nose, chancre of, 691 
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Nose—Continued 
Leishmania in nasal and oral secretions of 
patients and bearing of finding on trans- 
mission of disease, 296 
Noun, M. H.: Urticaria, edema and purpura 
following small doses of di-nitrophenol; 
report of case, *288 


Obermayer, M. E.: Adiposis dolorosa (Der- 
cum’s disease), 679 
Anetoderma erythematosum Jadassohn in 
patient with nodulo-ulcerative syphilis, 527 
Calcinosis, 684 
Parapsoriasis en plaques? 162 
Obesity: pituitary basophilism (Cushing) with 
typical changes in skin (plethora, adi- 
posity, purpuric striae atrophicae, acro- 
cyanosis and hirsutism), 940 


OBITUARIES: 


Varney, Henry Rockwell, 471 
Willmott, C. Brooks, 635 


Occupational Diseases: See also Baker’s Itch; 
Beet fat; Cement; Petroleum; etc. 
industrial dermatoses; treatment and legal 
aspects; review of recent literature, 930 
industrial stigma of seamstresses, 811 
“Oil poisoning’; contact dermatitis due to 
crude petroleum, *573 
Oliver, E. A.: Tularemia, 676 
Oliver, E. L.: Benign cystic epithelioma, 653 
Blastomycosis? 661 
Case for diagnosis, 655 
Lupus vulgaris, 653 
—_ vulgaris and carcinoma of epiglottis, 
65 
Scleroderma, 656 
Onychauxis: Onychia: See Nails 
Onychogryphosis: See under Nails 
Oriental Sore: See Leishmaniasis 
Ormsby, 0. S.: Endothelioma capitis (turban 
tumors) ; naevo-epithelioma adenoides 
(Hoffman), 674 
Sarcoid, 520 
Orthoform, dermatitis due to, 477 
Osler’s Disease: See Telangiectasis 
Osteitis, syphilitic, of frontoparietal bones in as- 
sociation with papillitis of left eye, 535 
Oulmann, L.: Adenoma sebaceum, 330 
Oyxgen and blood supply of skin, *576 


Pachyonychia: See under Nails 

Pain and epilation, *632 

Palate, mixed tumors, *622 

precancerous epitheliomatosis (Bowen's dis- 

ease) of palate and fauces, 641 

Paracladiosis: See Mycosis 

sae in treatment of cutaneous diseases, 
11 


Paraffinoma, treatment, report of case, *204 
Paralysis, General; juvenile dementia para- 
lytica; family history with consideration 
of familial neurosyphilis, 639 
juvenile paretic neurosyphilis studies, 295 
juvenile paretic neurosyphilis studies; clini- 
cal course including prodromal symptoms, 
nature of onset, remissions and duration, 
3 
juvenile paretic neurosyphilis studies; treat- 
ment, 6% 
juvenile, treatment of, 640 
Paraphenylenediamine in eyelash dye; ill ef- 
fects and some problems evoked by them, 
*258 
Parapsoriasis, 978 
en plaque, 162, 673 
Paresis: See Paralysis, General 
Parotid gland, anaplastic epithelioma of, 174 
Parounagian, M. B.: Leukemia cutis, 329 
Psoriasis palmaris et plantaris, 323 
Pediculi; pediculosis from mink coat, 680 
Pellagra, case for diagnosis, 525 
following reaction from roentgen rays, *107 
Pemphigus, 131, 662, 978 
chronic, pruritis in, 108 
cured? 517 
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Pemphigus—Continued 
elimination of chlorides in pemphigus and in 
other exudative dermatoses, 300 
Neonatorum: See Impetigo neonatorum 
of oral mucosa, 159 
Penis, angioma of, 349, 509 
balanitis syphilitica, 935 
Bowen’s disease, 685 
cancer, surgical treatment, 474 
elephantiasis of penis and scrotum, a sequel 
of lymphogranuloma inguinale, *86 
erythroplasia of, 357, 961, 977 
prickle cell epithelioma of, 174 
syphilis associated with lymphogranuloma in- 
guinale, 169 
unusual location of herald plaque of pity- 
riasis rosea, *106 
Peptic ulcer, scurvy during treatment for, 478 
Perfume dermatitis ; lip-stick dermatitis, *726 
Periadenitis: See under Lymph Nodes 
Periarteritis, clinical and dermatologic study 
of periarteritis nodosa and of its possible 
relation to rheumatism, 934 
Perifolliculitis: See Folliculitis 
Perlstein, M. O.: Chancre of nose, 691 
Naevus unilateralis comedonicus, 680 
Pellagra? 525 
Purpura, 684 
Syphilis of penis associated with lympho- 
granuloma inguinale, 169 
Tuberculosis (cutaneous), 167 
Pernio: See Chilblains 
Perspiration : See under Sweat and Sweat 
Glands 
re crude, contact dermatitis due to, 
573 


precancerous epitheliomatosis 


Pharynx, 
of palate and fauces, 


(Bowen’s disease) 


641 
Phenolphthalein, case for diagnosis (eruption 
due to phenolphthalein or mycosis fun- 
goides?), 973 
eruption due to phenolphthalein or dermatitis 
herpetiformis, 141 
unusual eruption; report of case, *915 
Phosphorus and calcium studies; effect of 
prophylactic and curative doses of stand- 
ardized viosterol on human tissues; nec- 
ropsy report of 13 cases showing no tis- 
sue damage, 475 
Pigmentation and chronic arsenical keratoses ; 
Bowen’s disease, 313 
anomalous, case of, 335 
bandlike, of forehead, 504 
berlock dermatitis; factors affecting color 
of skin, 925 
case for diagnosis (pigmented dermatosis of 
Pony and erythema of hands and elbows), 


factors affecting color of skin; their signifi- 
cance in berlock dermatitis, *265, 925 
macular hyperpigmentation following pity- 
riasis rosea, 482 
of skin and scarlet fever, 113 
universal; unusual phenolphthalein eruption ; 
report of case, *915 
unusual eruption resembling parasitic ec- 
zema and healing with pigmentation de- 
veloping in course of treatment of syph- 
ilis complicated by hypernephroma, 810 
Pillsbury, D. Alopecia atrophicans 
(pseudopelade) preceded by lichen spinu- 
losus, 343 
Lupus vulgaris, 698 
Multiple hereditary telangiectasis 
Weber-Osler syndrome), 145 
Sclerema adultorum (Buschke), 691 
Pinta, notes on case occurring in Ceylon, 643 
Pirquet Test: See Tuberculosis, tuberculin re- 
action 
Pituitary Body, secretion; influence of hypo- 
physeal hormones (prolan A and B) on 
certain dermatoses, 111 
tumors; basophilism (Cushing) with typical 
changes in skin (plethora, adiposity, pur- 
puric striae atrophicae, acrocyanosis and 
hirsutism), 940 


(Rendu- 


| 
: 


INDEX TO VOLUME 32 


Pityriasis lichenoides et varioliformis acuta, 

case for diagnosis, 509 

lichenoides et varioliformis acuta of Haber- 
man, 138 

rosea, case for diagnosis, 527 

rosea, lichen planus complicated by involve- 
ment of nails; pityriasis rosea coincident 
with lichen planus, 139 

rosea, macular hyperpigmentation following, 


48 
rosea, unusual location of herald plaque of, 
*106 


rosea with lesions of palms and soles, report 

of case, *104 

Pityrosporum: See under Fungi 

Plethora; pituitary basophilism (Cushing) with 
typical changes in skin (plethora, adipos- 
ity, purpuric striae atrophicae, acrocyan- 
osis and hirsutism), 940 

Ploch, B.: Elephantiasis of penis and scrotum, 
a sequela of lymphogranuloma inguinale, 
*86 


Pneumococci, exanthems in sepsis with refer- 
ence to that caused by pneumococci or by 
colon bacilli, 813 

Pneumonia, lobar, delayed resolution and its 
relationship to preexisting syphilis, 110 

Poikiloderma, 508, 975 

atrophicans vasculare, case for diagnosis, 

See Keratosis 


Porokeratosis : 
source in mouth and 


Porphyrin fluorescence, 
on skin, 812 
Potassium iodid, electrocardiographic changes 
following use of potassium iodid in syph- 
ilitic heart disease, 803 
Pouppirt, P. S.: Modified composition of iodo- 
bismitol ; results on local irritation, *284 
Pringle’s Disease: See Sclerosis, tuberous 
Pritcher, J. L.: Plantar warts; simple method 
of treatment, *923 
Procaine hydrochloride, unusual cutaneous re- 
action to, *922 
Prolan: See Pituitary Body, secretion 
Proteose, new observations on use of proteose of 
Oriel in dermatology, 932 
Prurigo nodularis, 114, 488 
nodularis or lichen obtusus corneus, 309 
Pruritus in chronic pemphigus, 108 
Pseudo-Atrophoderma Colli: See Atrophy 
Pseudopelade: See under Alopecia 
Pseudosyphilis: See Condyloma 
Psoriasis, 324, 966, 968 
accompanied by scars as result of treatment 
by caustic acid, 321 
and basal cell carcinoma following roentgen 
therapy, 119 
arthropathica? 810 
dermatitis exfoliativa; arsenical keratoses, 


485 

dermatophytosis with ‘‘ids’ (seborrheic pso- 
riasis?), 337 

fungous infection or endocrine disturbance, 
148 


influence of diet during war and postwar 
periods on psoriasis and cutaneous tuber- 
culosis, 814 

palmaris et plantaris, 323 

pustular, 502, 519, 531, 956, 957 

pustular, generalized, report of case, *208 

pustular, of palms and soles, report of 4 
cases, *90 

pustular, or dermatophytosis? 980 

pustular, tinea or dermatitis repens; case for 
diagnosis, 815 

report on case previously presented, 332 

vulgaris, prophylactic effect of ultraviolet rays 
on dermatitis due to chrysarobin in pso- 
riasis vulgaris, 811 

vulgaris, researches in field of; influence of 
ultraviolet rays on artificially produced 
lesions of psoriasis, 298 

with bullae, report of case, *718 

Psychoses: See Insanity; Mental diseases; 


Neuroses 
Pudenda: See Genitals 


Purpura, 684 
annularis telangiectodes, 507, 824, 961 
urticaria, and edema following small doses of 
di-nitrophenol; report of case, *288 
Pusey, W. A.: Formula glycerogelatin 
dressing, *290 
Pustular bacterids of hands and feet, *837 
Pustulosis Vacciniformis Acuta: See Pyoderma 
Pyoderma, chronic, serpiginous, ulcerative, 955 
chronic, ulcerative, 498 
Kaposi's varicelliform eruption, report of case, 
59 
pustulosis vacciniformis acuta in adult, 112, 
299 


Pyrex bottles for sterile solutions, *291 
Pyuria: See Urinary Tract, infections 


Quackery; some quacks in old London and 
morbus gallicus, *556 

Quinine; dermatitis medicamentosa, 515 

Quinlan, R. V.: Single puncture method of 
testing with allergens, *631 


Radiodermatitis: See under Roentgen Rays 
Radium, action on tissue cultures, 473 
Treatment: See also under names of various 
diseases 
treatment of skin by means of radium ema- 
nation, 481 
Rattner, H.: Pellagra following reaction from 
roentgen rays, *107 
Pityriasis rosea? 527 
Raynaud’s Disease, 510 
early stage of, 979 
treatment of cutaneous diseases with paraffin, 


113 
~ Disease: See Neurofibroma- 
tosis 
Rectum, case of Pringle’s disease with changes 
in eyegrounds and in mucosa of bladder and 
rectum, 299 
inguinal lymphogranuloma in 
stricture of rectum, 475 
lymphogranuloma inguinale with rectal mani- 
festation in child, 474 
Reichle, H. S.: Lymphogranuloma inguinale ; 
report of case with involvement of retro- 
peritoneal lymph nodes and probable in- 
volvement of hip joint, adrenals and kid- 
neys, with autopsy, *196 
Reilly, M.: Inhalations of ethyl iodide in 
fungous infections; further studies, *551 
Rendu-Weber-Osler’s Disease: See Telangiec- 


relation to 


— tract, malignant neoplasms in young, 
474 


Reticulo-endothelial system, influence of drugs 
used in antisyphilitic therapy on, 475 
Retina, case of Pringle’s disease with changes 
in eyegrounds and in mucosa of bladder 
and rectum, 299 

Rheumatism, clinical and dermatologic study of 
periarteritis nodosa and of its possible 
relation to rheumatism, 934 

Rhinophyma in woman, *468 

Rhinoscleroma? 701 

Rhus vernicifera ; sensitization of guinea-pigs to 
Rhus vernicifera and to Japanese and Chi- 
nese lacquers, 649 

Richardson, A. P.: Modified composition of 
lodobismitol ; results on local irritation, 


4 
Riddell, W. R.: Some quacks in old London 
and morbus gallicus, *556 
Ringworm: See also Mycosis; Tinea; Tricho- 
phytosis ; etc. 
crural; epidemic due to Epidermophyton floc- 
cosum (inguinale), *62 
of scalp and Wood’s light, 806 
of scalp; curability, without depilatory mea- 
sures, of infections caused by ‘animal’ 
microsporons, 637 
tinea imbricata (Tokelau) ; short general ac- 
count with report of case in European, 807 
Ritter’s Disease: See Dermatitis exfoliativa 
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Robinson, G. H.: Use of autogenous fungus 
extracts in treatment of mycotic infections, 
*787 

Robinson, S. S.: 
iodide? 123 

Parapsoriasis en plaque, 673 

Unusual cutaneous reaction to procaine hydro- 
chloride, *922 

Roentgen Rays, dermatitis, 137, 654 

dermatitis treated by electrodesiccation with 
improvement, 984 

effect on lipids of epidermis, *69 

Epilation: See Hair, removal 

epithelioma on basis of radiodermatitis, 173 

pellagra following reaction from, *107 

psoriasis and basal cell carcinoma following 
roentgen therapy, 119 

sarcoma in lupus vulgaris due to, 116 

Therapy: See under names of various dis- 
eases 

Rogin, J. R.: Factors affecting color of skin; 
their significance in berlock dermatitis, *265 

Roop, W. O.: Perifolliculitis capitis abscedens 
et suffodiens, 819 

Rosen, I.: Case for diagnosis (tertiary syphilis ; 
tuberculosis; lichen planus-like lesions on 
wrist), 327 

Lichen planus and lichen planus nodularis of 
lower extremities, 323 

Lupus erythematosus disseminatus, 327 

Mycosis fungoides? 332 

Nonfilarial elephantiasis of scrotum, 328 

Rosenthal, T.: Case for diagnosis (pityriasis 
lichenoides et varioliformis acuta or lichen 
planus), 509 

Estrogenic substance in blood of patients with 
acne, *560 

Roseola, paradoxical white roseola, 933 

Rothmund’s disease, genitosclerodermic syndrome 
and cataract (Rothmund’s disease), 646 


Eruption due to bromide or 


Salsberg, R. H.: Eczema solare, *290 

Salts, injurious effects of sodium chloride and 
their prevention, *739 

inorganic, state and localization in skin as 

revealed by extraction and micro-incinera- 
tion, *394 

Salvarsan: See Arsphenamine 

Sammis, F. E.: Dermatitis herpetiformis asso- 
ciated with food allergy; report of case, 
* 


Sanes, S.: Nonfatal jaundice associated with 
arsphenamine' therapy; clinicopathologic 
study of 2 cases, *750 

Sarcoid, 350, 506, 520, 818 

benign miliary lupoid (Boeck), 116 

Boeck’s, 654 

Boeck’s, treatment with esters of chaulmoogra 
and hydnocarpus oil, 300 

report on case of possible sarcoid, 986 

sarcoidosis (Boeck or Besnier-Boeck disease), 
820 

Spiegler-Fendt type, 689 

transition sarcoid; lupus erythematosus vs. 
sarcoid vs. angiolupoid, 694 

Sarcoma, 522 

case of cutaneous fibromatosis with sarcoma- 
tous degeneration, 113 

cutis, 143, 936 

hemorrhagic, idiopathic, of Kaposi, 340 

hemorrhagic, of Kaposi, 

in lupus vulgaris, 116 

Kaposi’s; idiopathic multiple hemorrhagic 
sarcoma of Kaposi, 121 

Kaposi’s, or lichen planus? 126 

leiomyosarcoma cutis associated with acantho- 
sis nigricans, 481 

lupus carcinoma and lupus sarcoma, 649 

lymphosarcoma, 306 

melanosarcoma or neurofibromatosis, 126 

neurogenic, 522 

of tongue, 477 

round-cell, spindle-cell and neurogenic sar- 
coma of lip, 474 

Satenstein, D. L.: 
vasculaire? 331 


Poikiloderma atrophicans 
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Satenstein, D. L.—Continued 
Report on case of molluscum contagiosum, 


Lichen planus with palmar lesions, 


503 
Sayer, A.: 
173 


Scalp; cutis verticis gyrata or lipoma? 688 
infection due to Microsporon; psoriasiform 
lesions of face, neck and hands, 166 
nevus in form of cutis verticis gyrata, 534 
recent lupus erythematosus; papulonecrotic 
tuberculids of scalp, 645 
ringworm, and Wood’s lignt, 806 
ringworm ; curability, without depilatory mea- 
sures, of infections caused by “animal” 
microsporons, 637 
simplified method for measuring scalp pre- 
vious to roentgen epilation, *631 
tinea of scalp; ichthyosis of body, 128 
Scarlet fever and pigmentation of skin, 113 
Schamberg’s disease, 652 
Scheer, M.: Secondary syphilids with umbili- 
cated lesions, 326 
Schildkraut, J. M.: 
cutis, 144 
Hirsuties, 141 
Lupus erythematosus, 693 
Lupus erythematosus; papulonecrotic tuber- 
culid, 692 
Schmidt, 
skin, *576 
Sarcoma (neurogenic), 522 
Skin diseases and weather, *781 
Tumor of skin of unknown origin; report of 
case, *626 
Vaccination for herpes, *106 
Schoff, C. E.: Lichen obtusus corneus or prurigo 
nodularis, 309 
Scholtz, M.: Case for diagnosis, 668, 671 
Painful lingual papillae, *801 
Traumatic ulcer on basis of defective arterial 
circulation plus secondary pyogenic and 
saprophytic infection, 127 
Trophic ulcer, 320 
Schonberg, J. L.: Keratosis palmaris et plan- 
taris, 484 
Schorr, H. C.: Cutaneous tuberculosis, 169 
Schreiber, N. E.: Excretion of mercury after 
clinical intramuscular and intravenous in- 
jections, *1 
Mercury inunctions, *242 
Schiiller-Christian syndrome 
345 


Circumscribed leukemia 


Blood and oxygen supply of 


(xanthomatosis), 


Schwartz, G.: Dermatitis actinica, 663 
— H. J.: Dermatitis due to heavy metal, 
8 


Granuloma annulare? 941 
Scleredema: See Scleroderma 
Sclerema: See Scleroderma 
Sclerodactylia: See Scleroderma 
Scleroderma, 510, 656, 826 

acnitis and acne varioliformis, 125 

atypical (Gougerot), 114 

genitosclerodermic syndrome 

(Rothmund’s disease), 646 
sclerema adultorum (Buschke), 691 
sclerodermie en coup de sabre, 959 
Scleroma: See Rhinoscleroma 
Sclerosis, statistical study of primary sclerosis 
(experience during last 5 years in clinic at 
Takamatsu), 116 
tuberous; case of Pringle’s disease with 

changes in eyegrounds and in mucosa of 
bladder and rectum, 299 

Scorbutus: See Scurvy 

Scrofuloderma: See Tuberculosis 

Scrotum, elephantiasis of penis and scrotum, a 
sequela of lymphogranuloma inguinale, *86 

nonfilarial elephantiasis, 328 
Scull, R. H.: Bowen’s disease of penis, 685 

Lichen planus, 161 

Macular atrophy and secondary syphilis, 677 

Sarcoma, 522 

Syphilis (congenital) with alopecta, 525 
Seurvy during treatment for gastric ulcer, 478 
Seamstresses, industrial stigma of, 811 


and cataract 


ne 
a 
= 


INDEX TO 


Seborrhea, Pityrosporum ovalis as causative 
agent of seborrheic dermatitis, 477 
Senear, F. E.: Case for diagnosis, 167, 682 
Cutaneous tuberculosis, 169 
Naevus unilateralis comedonicus, 680 
Pellagra? 525 
Purpura, 684 
Tuberculosis, 162 
Septicemia; exanthems in sepsis with reference 
to that caused by pneumococci or by colon 
bacilli, 813 
Sharlit, H.: Ointment for preventing sunburn, 
*291 


Shaw, H. C.: Excretion of mercury after clinical 
intramuscular and intravenous injections, *1 
Sheard, C.: Factors affecting color of skin; 
their significance in berlock dermatitis, *265 
Shellow, H.: Unusual location of herald plaque 
of pityriasis rosea, *106 
Shoes, aerated, *107 
Shumate, C. A.: Lichen nitidus, 310 
Silk; experiments in silk hypersensitivity and 
inhalation of allergen in atopic dermatitis 
(neurodermatitis disseminatus), 476 
Silver, H.: Lichen sclerosus, 519 
Silver, clinical spectroscopy ; quantitative distri- 
bution of silver in body or its physiopatho- 
logic retention as reciprocal of capillary 
system, *775 
histologic findings in argyria cutis, 812 
Skin, Abnormalities: See Atrophy; Pigmenta- 
tion ; etc. 
blood and oxygen supply of, *576 
Cancer: See Cancer; Epithelioma; Sarcoma ; 
etc. 
chemistry of human epidermis; amino acid 
content of stratum corneum and its com- 
parison to other human keratins, 639 
Cysts: See Cysts 
Diseases: See also Dermatitis ; 
names of diseases, as Eczema; 
Mycosis ; etc. 
diseases, acid in blood as cause of, *464 
diseases and weather, *781 
diseases, characteristics in Buryat-Mongol 
Republic in Soviet Russia, 650 
— exhibition of material and old books, 
3 


and under 
Herpes ; 


diseases ; serum antitrypsin in various derma- 
toses, 648 
diseases; some recent advances in dermato- 
logical therapeutics, 643 
multiple benign tumor-like new growths of 
skin (Schweninger-Buzzi type) ; lupus ery- 
thematosus, 828 
Pigmentation: See under Pigmentation 
reactions ; cutaneous tests by means of color- 
ing matter, 302 
reactions; intradermal tests by extracts of 
endocrine glands, 114 
source of porphyrin fluorescence in mouth 
and on skin, 812 
state and localization of inorganic salts in 
skin as revealed by extraction and micro- 
incineration, *394 
sugar content of skin in conditions of 
asphyxia, experimental study, 937 
Syphilis: See Syphilids 
Tuberculosis: See Tuberculids; Tuberculosis 
Tumors: See under Tumors 
unusual cutaneous symptoms associated with 
retention of arsenic, *181 
Skolnik, E. A.: Bowen’s disease of penis, 685 
Smith, H. J.: Case for diagnosis, 823 
Societies, dermatologic, directory of, 178, 360, 
1, 703, 833, 995 
—* directory of, 178, 360, 541, 703, 833, 


ar directory of, 178, 360, 541, 703, 

local,’ directory of, 179, 361, 542, 704, 834, 
96 

Mississippi Valley and Central States Der- 


matological Associations, meeting, 470 
national, directory of, 178, 360, 54 703, 833, 
995 
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Societies—Continued 
ae, er of, 178, 360, 541, 703, 


833, 
state, + of, 179, 361, 542, 704, 834, 


Society TRANSACTIONS: 


Atlantic Dermatologic Conference, 940 

Bronx Dermatological Society, 170, 504 
Chicago Dermatological Society, 159, 520, 673 
Cleveland Dermatological Society, 118, 484 
Detroit Dermatological Society, et 333 

in ArcuHIvEs, publication of, 292 

Los Angeles Dermatological Society, 123, 318, 


668 
Manhattan Dermatologic Society, 323 
Minnesota Dermatological Society, 530 = 
129, 


England Dermatological Society, 

New York Academy of Medicine, Section of 
Dermatology and Syphilis, 489, 961 

Dermatological Society, 149, 347, 


9 

Philadelphia Dermatological Society, 137, 
337, 535, 691, 815 

San Francisco Dermatological Association, 


Sodium Chloride: See under Salts 
dehydrocholate in arsenical hepatitis; experi- 
mental and clinical studies in cases of 
arsphenamine poisoning, *422 
Sohrweide, A. W.: Pachyonychia congenita; 
report of case, *370 
Sollmann, T.: Excretion of mercury after 
clinical intramuscular and intravenous in- 
jections, *1 
Mercury inunctions, *242 
Somers, M. R.: Modified composition of iodo- 
bismitol; results on local irritation, *284 
Specimens, clinical spectroscopy; advantages 
and physical principles of spectrograph and 
technic in taking specimen for biospectro- 
metric analysis, *385 
pathologic, reproduction in dermatologic 
practice by making wax moulages, *735 
Spectroscopy, clinical advantages and physical 
principles of spectrograph and technic in 
taking specimen for biospectrometric an- 
alysis, *385 
clinical; quantitative distribution of gold in 
body or its physiopathologic retention as 
reciprocal of capillary system, *768 
clinical; quantitative distribution of silver in 
body or its physiopathologic retention as 
reciprocal of capillary system, *775 
Spiegel, L.: Lupus erythematosus disseminatus, 


Spinal puncture, followed by injuries to verte- 
brae and intervertebral disks, 637 

Spine, injuries to vertebrae and intervertebral 
disks following lumbar puncture, 637 

Spirochaeta morsus muris in eyelid of mouse, 
changes induced by, 938 

pallida, can spirochete of syphilis penetrate 
brain from cornea in rabbits? 113 

pallida, duration of life in leech, 113 

pallida, rapid method of staining in single 
sections of tissue, *764 

pallida, studies on staining, particularly on 
relation of staining to preparation of 
slide; influence of preceding preparation 
with different fixatives and mordants on 
staining of spirochetes and constituents of 
blood, 

Spirochetosis, experimental study of problem 
of existence of invisible form of syphilitic 
virus and of spontaneous spirochetosis in 
rabbits, 927 

Spirotrichorrhexis: See under Hair 

Sporotrichosis, typical case, 648 

Stains and Staining; note on staining of Myco- 
bacterium leprae in tissue sections, 297 

rapid method of staining Spirochaeta pallida 
in single sections of tissue, *764 
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Stains and Staining—Continued 
studies on staining of Spirochaeta pallida, 
particularly on relation of staining to 
preparation of slide; influence of preceding 
preparation with different fixatives and 
mordants on staining of spirochetes and 
constituents of blood, 
Staphylococcus, intracutaneous reaction with 
staphylotoxin in staphyloderma, 481 
staphylogenous impetigo contagiosa, 935 
Staphyloderma: See Staphylococcus 
Staud, A. H.: Clinical spectroscopy; advan- 
tages and physical principles of spectro- 
graph and technic in taking specimen for 
biospectrometric analysis, *385 
Clinical spectroscopy; quantitative distribu- 
tion of gold in body or its physiopathologic 
retention as reciprocal of capillary system, 
*768 
Clinical spectroscopy; quantitative distribu- 
tion of silver in body or its physiopatho- 
logic retention as reciprocal of capillary 
system, *775 
Stein, H. M.: Syphilitic osteitis of fronto- 
parietal bones in association with papillitis 
of left eye, 535 
Steinberg, E.: Idiopathic-multiple hemorrhagic 


sarcoma of Kaposi, 
Psoriasis and basal cell carcinoma follow- 
ing roentgen therapy, 119 
Xeroderma pigmentosum with multiple epi- 
theliomas, 120 
— pyrex bottles for sterile solutions, 
*291 


Sternum, enlargement of 1 sternoclavicular ar- 
ticulation as valuable clinical sign of late 
prenatal (congenital) syphilis, *602 

Stillians, A. Re: Epidermolysis 
angiokeratoma? 687 

Erysipelas (chronic) of nose, 523 
Lichen nitidus, 688 
Lupus erythematosus of lip, 160 

Stokes, J. H.: Case for diagnosis: resistant 
dermatitis of left side of face of 2% 
years’ duration, 539 

Disseminate discoid lupus erythematosus, 341 
Idiopathic hemorrhagic sarcoma of Kaposi, 
340 


bullosa ; 


Transition sarcoid; lupus erythematosus vs. 
sarcoid vs. angiolupoid, 694 
— secretions of patients with leprosy, 
6 


Stomatitis, due to bismuth, intravenous ad- 
ministration of mercuric cyanide in, 646 
lichen planus of mucous membrane of mouth 
following therapeutic use of gold prepar- 
ation, 
medicamentosa, 929 
Stratton, E. K.: Acne agminata, 303 
Strauss, A.: Dermatophytosis with “ids” (seb- 
orrheic psoriasis?), 337 
Sarcoma cutis, 143 
Strauss, M. J.: Case for diagnosis, 665 
Streptococci; streptococcal dermatoses’ with 
reference to those other than impetigo, 478 
Striae atrophicae after loss of weight, 822 
pituitary basophilism (Cushing) with typical 
changes in skin (plethora, adiposity, pur- 
puric striae atrophicae, acrocyanosis and 
hirsutism), 940 
Stryker, G. V.: Elephantiasis of penis and 
scrotum, a sequel of lymphogranuloma in- 
guinale, *86 
Stubenbord, J. G.: 
port of case, *761 
Stubenbord, W. D.: 
port of case, *761 
Sugar, experimental study of sugar content of 
skin; sugar content of skin in conditions 
of asphyxia, 937 
Sulzberger, M. B.: Evolution of atopic derma- 
titis, *451 
Pemphigus (cured?), 517 
Sunburn: See Light, toxicity 


Leukonychia totalis; re- 
Leukonychia totalis; re- 


Suprarenals, lymphogranuloma inguinale; report 
of case with involvement of retroperitoneal 
lymph nodes and probable involvement of 
hip joint, adrenals and kidneys, with 
autopsy, *196 

relation to hypertrichosis; results of irradia- 
tion of adrenals and review of literature, 
*5380 
Swartz, J. H.: Acanthosis nigricans, 658 
Inhalations of ethyl iodide in fungus infec- 
tions, *551 

Sweat and Sweat Glands, ganglionectomy for 

hyperhidrosis, 928 

hidradenitis, 130 

is there connection between results of patch 
tests of Jadassohn and Bloch and fever and 
sweating? 298 

sweat reducing substances in yeast derma- 
toses, 930 

Sweitzer, S. E.: Dermatitis medicamentosa, 532 

Sympathectomy; ganglionectomy for hyper- 
hidrosis, 928 

Synovial lesions of skin, 488 

Syphilids, lichenoid (lichenoid eruption in 
arsenic-resistant patient treated with bis- 
muth; bismuthoresistance), 479 

nodular syphilid occurring during antisyphi- 
litic treatment, 947 
psoriasiform, 135 

Syphilis: See also Chancre; Spirochaeta pal- 
lida ; Syphilids ; and under names of organs 
and regions, as Conjunctiva, syphilis; Eye- 
lids, syphilis; ete. 

and marriage, 638 

anetoderma erythematosum Jadassohn in pa- 
tient with nodulo-ulcerative syphilis, 527 

aplastic anemia due to antisyphilitic treat- 
ment; unusual changes in blood, 934 

can positive serum reaction become negative 
without treatment? 814 

carcinoma of tongue on syphilitic basis, 969 

citochol test for diagnosis, 294 

clinical syphilitic nephropathies, 803 

comparative estimation of spinal fluid from 
cisternal and lumbar puncture in syphilitic 
patients, 294 

congenital; enlargement of 1 sternoclavicular 
articulation as valuable clinical sign of late 
prenatal (congenital) syphilis, *602 

congenital, with alopecia, 525 

delayed resolution in lobar pneumonia and its 
relationship to preexisting syphilis, 110 

Desmouliére reaction, new studies, 932 

electrocardiographic changes following admin- 
istration of potassium iodid in syphilitic 
heart disease, 803 

— syphilitic alopecia, report of case, 


exclusion of neurosyphilis by means of Hinton 
reaction of blood, *56y 

favorable influence of erythema on secondary 
syphilis; negativation of Bordet-Wasser- 
mann reaction, 932 

Hereditary: See Syphilis, congenital 

in third generation (3 cases), 660 

infectivity of various animals, especially of 
various types of mice to syphilis, 814 

insontium, so-called, in Japan, 649 

irreducible seroreactions in, 114 

juvenile dementia paralytica; family history 
—_ consideration of familial neurosyphilis, 

juvenile paretic neurosyphilis studies, 295 

juvenile paretic neurosyphilis studies; clinical 
course including prodromal symptoms, na- 
ture of onset, remissions and duration, 638 

juvenile paretic neurosyphilis studies; treat- 
ment, 6: 

lichen planus and lichen spinulosus following 
antisyphilitic treatment, 

lupus erythematosus; leukocyte reaction to 
antisyphilitic drugs; syphilitic medium, 480 

malignant, 944 

“obstacle phenomenon” 
thies, 935 


in dermosyphilopa- 


= { 
q 
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Syphilis—Continued 
of central nervous system, 5 cases, 484 
of penis associated with lymphogranuloma 
inguinale, 169 
osteitis of frontoparietal bones due to syphilis, 
in association with papillitis of left eye, 535 
persistent abnormalities (Wassermann fast- 
ness) of spinal fluid in treated neuro- 
syphilis; their prognostic import, 805 
provocative test in, relationship between pro- 
vocative test and spirochete content, 482 
rupture of esophagus in, spontaneous, 294 
secondary, and macular atrophy, 677 
secondary, epitrochlear adenopathy in, *746 
secondary, extensive herpes zoster’ with 
changes in fluid in, 361 
secondary, papular, 336 
secondary, with umbilicated lesions, 326 
some quacks in old London and morbus 
gallicus, *556 
tertiary, tuberculosis or lichen planus-like 
lesions on wrist, 327 
transmission by blood transfusion, factors in, 
Treatment: See also Arsphenamine; Bis- 
muth ; etc. 
treatment ; excretion of mercury after clinical 
intramuscular and intravenous injections, *1 
treatment; influence of drugs used in anti- 
syphilitic therapy on _ reticulo-endothelial 
system, 475 
treatment ; iodine in therapy, discussion of its 
relationship to lipoids, *404 
treatment; mapharsen in preliminary report, 
68 


treatment ; mapharsen (‘‘arsenoxide’’) in ther- 
apy of experimental syphilis and trypanoso- 
miasis, *848 

treatment ; mercury inunctions, *242 

treatment; modified composition of iodobis- 
mitol; results on local irritation, *284 

treatment; relationship between antisyphilitic 
treatment and toxic cirrhosis, 110 

treatment, review of 25-year period since 
introduction of Ehrlich’s arsphenamine, 813 

treatment ; unusual eruption resembling para- 
sitic eczema and healing with pigmentation 
developing in course of treatment of syphilis 
complicated by hypernephroma, 810 

treatment; what treatment in early syphilis 
accomplishes: relapse and curative results ; 
optimum treatment; comparison of Bruus- 
gaard’s work and 3- to 20-year results of 
cooperative clinical group, 109 

virus; experimental study of problem of ex- 
istence of invisible form of syphilitic virus 
and of spontaneous spirochetosis in rabbits, 


Syphiloma: See Gumma 
Syringocystadenoma, naevus syringocystadeno- 
matosus papilliferus, 299 
Syringoma, 647 
adenoides cysticum with features 


Tabes, use of tryparsamide in treatment of 
tabetic optic atrophy, 644 

Tar Cancer: See under Cancer 

Taussig, L. R.: Tuberculid, 303 

Teeth, erythema nodosum and focal infection, 
805 


Telangiectasis, atypical diffuse scleroderma with 
Osler’s syndrome and hepatic dysfunction, 


(Rendu- 


11 
multiple hereditary telangiectasia 
Weber-Osler syndrome), 145 
radiating, of skin, 115 


Templeton, H. J.: Long incubation period of 
warts, *102 
Lupus vulgaris; epitheliomas, 308 
Lymphangioma, 307 
Tendons, case for diagnosis (chronic ulceration 
or tuberculous tenosynovitis?), 672 


Tenosynovitis: See Tendons 


VOLUME 32 


Thallium acetate, toxic encephalitis following 
use of, 
arthritis due to, 934 
Thioglycerol; more stable sulphydryl compound 
for use in healing of wounds, 930 
Thrombo-angiitis obliterans, experimental pe- 
ripheral gangrene; effect of estrogenic sub- 
stance in its relation to thrombo-angiitis 
obliterans, 929 
Throne, B.: Unusual cutaneous symptoms asso- 
ciated with retention of arsenic, *181 
Thurmon, F. M.: Boeck’s sarcoid, 654 
Tibia; gummas of right tibia, 129 
Tinea Decalvans: See Alopecia areata 
in American-born child, 118 
Imbricata: See Ringworm 
of scalp; ichthyosis of body, 128 
pustular psoriasis or dermatitis repens; case 
for diagnosis, 815 
versicolor or vitiligo, 960 
versicolor; xanthoma tuberosum multiplex 
(tinea versicolor), 657 
eg in treatment of abrasions and ulcers, 


Tissue cultures, action of radium on, 473 
Tolmach, J. A.: Dermatophytosis; its treat- 
ment with trichophytin, *413 
Psoriasis with bullae, report of case, *718 
Tolman, M. M.: Urticaria pigmentosa with 
vesicular lesions, 656 
Tongue, acrodermatitis chronica atrophicans of 
hands; stasis dermatitis; lingua geograph- 
ica, 695 
black, *291 
carcinoma of tongue on syphilitic basis, 969 
gumma vs. carcinoma of, 697 
inflammation; nature of ‘“‘glossitis rhombica 
mediana,”’ 298 
keloid of tip of tongue in trumpet-player, 481 
painful lingual papillae, *801 
sarcoma, 477 
Torrey, F.: Case for diagnosis, 316 
Coccidioidal granuloma, 991 
Lymphoblastoma, 304 
Traub, E. .: Acrodermatitis continua of 
Hallopeau, 352 
Alopecia areata and alopecia totalis, 959 
Bowen’s disease, 977 
Dermatophytosis; its treatment with tricho- 
phytin, *413 
Morphea with histologic picture of tubercu- 
loid, 953 
Mycosis fungoides? 955 
Papulonecrotic tuberculid? 
Pemphigus? 978 
Periadenitis mucosa necrotica recurrens, 500 
Pustular psoriasis or dermatophytosis? 980 
Recurrent lymphangitis of upper lip, 489 
Report on case of possible sarcoid, 986 
Sarcoid, 350 
Trauma and cancer, 929 
bullous eruption of skin of one half of body 
following injury to head, 114 
surface epithelium acting as foreign body, 


155 


Treponema Pallidum: See Spirochaeta pallida 

Trichophytin in dermatophytosis, *413 

Trichophytosis, relationship between trichophy- 
tosis and epidermophytosis, 481 

Trichorrhexis: See under Hair 

Trumpet-player, keloid on tip of tongue in, 
481 


Trypan Blue: See Skin, reactions 
Trypanosomiasis, mapharsen (‘‘arsenoxide’’) in 
therapy of experimental syphilis and try- 
panosomiasis, *848 
Tryparsamide, psychosis associated with ad- 
ministration of, 638 
Tubercle Bacilli, Loewenstein’s method of cul- 
tivating Koch bacilli, 301 
Loewenstein’s method of cultivating tuber- 
culosis bacilli in tuberculosis of skin, 301 
Tuberculid: See also under Tuberculosis 
Tuberculid, 303, 310, 662, 673 
papulonecrotic, 155 
papulonecrotic, of scalp; recent lupus ery- 
thematosus, 645 
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Tuberculid—Continued 
papulonecrotic or lupus erythematosus, 692 
rosacea-like, 983 
Tuberculin exanthems, 648 
epicutaneous reaction to, 301 
reaction, cutaneous, 482 
Tuberculosis: See also under names of organs 
and regions 
acne and tuberculosis, 935 
and erythema nodosum, 647 
and juxta-articular nodes, 646 
bilateral, of axillae (tuberculosis colliqua- 
tiva?), 816 
case for diagnosis, 162 
colliquativa, 118 
cutaneous, importance of influence of min- 
eral salts on pathogenesis of, 810 
cutaneous, ulcerative, or ecthyma? 328 
cutis, 167, 169, 495, 945, 947, 954 
cutis; case of erythema induratum (tuber- 
culosis cutis), 147 
cutis; Loewenstein’s method of cultivating 
tuberculosis bacilli in, 301 
cutis; primary complex of; review of liter- 
ature, *589 
luposa cutis, 989 
lupus erythematous; leukocyte reaction to 
gold salts; tuberculous medium, 480 
morphea with histologic picture of tuber- 
culoid, 953 
pulmonary; chronic, disseminated, with ery- 
thema nodosum, 
scleroderma of right hand; lichen scrofulo- 
sorum of trunk, 534 
tertiary syphilis; tuberculosis or lichen 
planus-like lesions on wrist, case for diag- 
nosis, 327 
treatment; local treatment of cutaneous tu- 
berculosis with ointment containing old 
tuberculin and a salt-free diet, 112 
tuberculin reaction; difference in Pirquet re- 
action on trunk and on limbs, 299 
Tularemia, 529, 676 
consideration of 120 cases with observations 
at autopsy in 1, 295 
Tumors: See also Angioma; Angiomyoneuroma ; 
Cancer; Endothelioma; Neuroma; Sar- 
coma; Syringoma; etc. 
formation of multiple malignant tumors fol- 
lowing chronic acrodermatitis atrophicans, 
298 


Glomus: See Angioneuromyoma 

lipoid, 473 

mixed, of palate, *622 

multiple benign tumor-like new growths of 
skin (Schweninger-Buzzi type) ; lupus ery- 
thematous, 828 

of unknown origin, report of case, *626 

treatment of small cutaneous tumors by cryo- 
therapy and diathermy systematically as- 
sociated, 645 

Turban tumors; endothelioma capitis 

tumors) ; naevo-epithelioma 
(Hoffman), 674 


(turban 
adenoides 


Ulcers, chronic serpiginous, 678 
chronic ulcerations or tuberculous tenosyno- 
vitis, case for diagnosis, 672 
— in treatment of abrasions and ulcers, 


traumatic, on basis of defective arterial cir- 
culation plus’ secondary pyogenic and 
saprophytic infection, 127 
trophic, 320 
vulvae acutum with oral lesions (periadenitis 
mucosa necrotica recurrens), 119 
Ultraviolet Rays, influence on artificially pro- 
duced lesions of psoriasis, 298 
influence on erythema nodosum, 644 
prophylactic effect on uermatitis due _ to 
chrysarobin in psoriasis vulgaris, 811 
Umansky, M.: Granuloma annulare, 511 
Urinary Tract, infections; milk-free diet in 
pyuria and eczema of children, 641 
Urine, “obstacle phenomenon” in dermosyphi- 
lopathies, 935 
use of proteose of Oriel in dermatology, 932 
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Urticaria and angioneurotic edema followed for 
period of from 2 to 10 years, critical review 
of 170 cases, 475 
edema and purpura following small doses of 
di-nitrophenol; report of case, *288 
pigmentosa with vesicular lesions, 656, 959 


Valade, C. K.: Lichen planus bullosus, 336 
Van Cleve, J. V.: Mercury inunctions, *242 
Vanilla, hypersensitivity to, 810 
Varicella: See Chickenpox 
Vero, F.: Psoriasis? 966 
Report on case of angiolupoid, 973 
Verruca, long incubation period of warts, *102 
lupus erythematosus with marked verrucous 
lesions of fingers, 974 
plana, associated with keratosis follicularis 
(Darier’s disease), 338 
plantar, simple method of treatment, *923 
treatment for warts, 806 
Vincent’s Disease: See Angina 
Viosterol: See Ergosterol 
Vitiligo or tinea versicolor, 960 
Vulva, ulcus vulvae acutum with oral lesions 
mucosa necrotica recurrens), 


War, influence of diet during war and postwar 
periods on psoriasis and cutaneous tuber- 
culosis, 814 

Warts: See Verruca 


Wassermann Reaction: See also Syphilis 


does a positive Wassermann test occur occa- 
— in febrile pulmonary conditions? 


principle and performance of specifically sen- 
sitized Wassermann test, 811 
Water metabolism, clinical studies in cases of 
eczema and dermatitis, 483 
Weather and skin diseases, *781 
Weber’s Disease: See Telangiectasis 
Weidman, F. D.: Eruption due to phenol- 
phthalein; dermatitis herpetiformis, 141 
Granuloma fungoides (?) cleared by hot air 
therapy, 699 
Haberman’s 
formis), 142 
Weise, E. C.: Keratosis palmaris et plantaris 
(arsenical), 136 
Weiss, R. S.: Unusual phenolphthalein erup- 
tion; report of case, *915 
Wieder, L. M.: Mapharsen in treatment of 
syphilis; preliminary report, *868 
Wien, M. S.: Chancre of nose, 691 
Syphilis of penis associated with 
granuloma inguinale, 169 
Tuberculosis (cutaneous), 167 
Wile, U. J.: Effect of roentgen rays on lipids 
of epidermis, *69 
Wilhelm, L. F. X.: Kaposi’s varicelliform erup- 
tion, report of case, *59 
Williams, C. M.: Tyranny of words, *545 
Williams, J. W.: Effect of variation of ratios 
of dextrose to peptone on colonies of certain 
pathogenic fungi, *893 
Wise, F.: Acne varioliformis, 985 
Black tongue, *291 
Case for diagnosis (eruption due to phenol- 
phthalein or mycosis fungoides?), 973 
Chronic lichenoid eczema of lower extremities 
in diabetic patient, 326 
Dermatofibrosis lenticularis disseminata ; fibro- 
mas and atrophia maculosa cutis, 943 
Lupus erythematosus with aberrant histologic 
picture, 982 
Lupus miliaris disseminatus faciei? 986 
Multiple glomus tumors (Masson), 960 
Pigmented dermatosis of face and erythema 
of hands and elbows, 984 
Sclerodermie en coup de sabre, 959 
Trichorrhexis nodosa, 959 
Ulcerative cutaneous tuberculosis; ecthyma? 


328 
Wolf, C.: 
504 


complex (dermatitis herpeti- 


lympho- 


Bandlike pigmentation of forehead, 
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Wolf, C.—Continued 
Case for diagnosis 
scleroderma with sclerodactylia), 
Majocchi’s disease, 507 

Wood’s Light: See Fluorescence 

Words, tyranny of, 

Wounds, thioglycerol, a more stable sulphy- 
dryl compound for use in healing of 
wounds, 930 

Wright, C. S.: Lupus vulgaris, 344 

Tinea, = psoriasis or dermatitis re- 
pens 


(Raynaud’s disease or 
510 


Xanthoma; lipoid tumors, 473 
tuberosum multiplex, 318, 510 
tuberosum multiplex (tinea versicolor), 657 
tuberosum; report of familial occurrence 
with probable cardiac lesions, *377 
Xanthomatosis: See Schiiller-Christian syn- 
drome ; Xanthoma 
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Xeroderma pigmentosum, 343 
pigmentosum with multiple epitheliomas, 120 


Yaws: See Frambesia 
Yeast: See also Fungi 
influence of hormones on growth of cutaneous 
fungi (hypomycetes and yeast), 112 
sweat reducing substances in yeast derma- 
toses, 930 


Zakon, S. J.: Enlargement of 1 sternoclay- 
icular articulation as valuable clinical sign 
of late prenatal (congenital) syphilis, *602 
Lymphoblastoma, 164 
Zeisler, E. P.: Pemphigus of oral mucosa, 159 
Sarcoid (Spiegler-Fendt type), 
Tuberculid, 673 
Zona: See Herpes zoster 
Zoster: See Herpes zoster 
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